
Medication non-adherence is a wide-
spread concern.1 It has a significant

health and economic impact, resulting in
undesirable medication waste, as well as
increased hospitalisation and mortality.
It is especially an issue in the manage-
ment of long-term conditions, although
poor adherence in the short-term can
also be problematic. The suggestion has
been made that improving adherence is
likely to have a far greater impact on pop-
ulation health than other specific health-
care interventions, and it is therefore
incumbent upon all prescribers to be
aware of the issue and approaches that
might be of use for tackling it.

Before moving on, it is perhaps worth-
while considering the definition of med-
ication adherence: ‘the extent to which
the patient’s behaviour matches agreed
recommendations from the prescriber’.2

Non-adherence is not simply completely
stopping the prescribed pills, but may
include any use that differs in some way
to that originally intended by the pre-
scriber. The term also reflects the
patient’s choice in deciding whether or
not to adhere to the clinician’s recom-
mendations, and this is very relevant
when thinking about the causes of non-
adherence.

Causes
Non-adherence can have both uninten-
tional and intentional causes,2 and

awareness of these is likely to be of
value to both clinicians and patients
during the process of medication opti-
misation. Unintentional non-adherence
may include personal factors such as
cognitive problems, impaired vision or
decreased manual dexterity. This may
be influenced by complexity of the drug
regimen or the degree of patient under-
standing. In addition patients may sim-
ply forget. Unintentional non-adherence
may also result from external factors,
such as difficulty accessing medicines
due to financial or service availability
issues, or conflicts with other aspects
of patients’ lives such as work. 

In contrast, intentional non-adherence
stems from patients’ beliefs. Patients may
hold considerably different views from pre-
scribers in relation to their medicines,
such as concerns about adverse effects
(eg harmful side-effects, dependence, tol-
erance, masking of symptoms) and the
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There are a variety of
reasons for non-adherence,
both intentional and
unintentional, it is therefore
important to understand
these reasons if we are to
tackle the problem.
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perceived necessity of the medication,
which may result in them making dose
adjustments or taking drug holidays.
Patients’ illness experiences and expec-
tations may also influence their percep-
tions of the need for treatment and its
effectiveness. 

Other factors also have the potential
to influence and modify both uninten-
tional and intentional non-adherence;
examples include the availability of prac-
tical social support, potentially enabling
patients to overcome barriers to adher-
ence, and mental health problems such
as depression, which may adversely
affect patients’ healthcare beliefs as well
as impairing motivation and memory.

Intervention
Numerous interventions have been devel-
oped in an attempt to address some of
these factors and improve adherence. A
Cochrane systematic review in 2008
examined a diverse range of complex
interventions for improving adherence to
longer-term therapy.3 These included
combinations of a range of strategies (eg
more convenient care, reminders, self-
monitoring, counselling, psychological
therapy, supportive care), the effective-
ness of which was variable. Indeed the
authors concluded that the diversity, com-
plexity and uncertain effects made it 
difficult to know what worked and what
did not. And even the most effective
approaches led to only small improve-
ments in adherence and treatment out-
comes.

There is thus an on going need to
refine these interventions, determining
exactly which components are most effec-
tive while being acceptable to patients
and prescribers alike. Of course, while
patiently awaiting the publication of defin-
itive guidance on this issue, there are a
number of things that a prescriber can
already do. Several strategies are dis-

cussed in the NICE guidance on medi-
cines adherence,4 and a range of simple
approaches has also been touched upon
by previous articles in this series.5,6 One
good example is to keep things simple;
the evidence suggests that complex reg-
imens, involving multiple drugs and mul-
tiple doses over the course of the day, are
poorly adhered to, and ideally such situ-
ations should be avoided.

Raising the subject
However, there is perhaps a more funda-
mental issue: to think about adherence
in the first place. Clinicians are already
familiar with potential drug interaction
warnings flashing up on the computer
screen. Most prescribers will be aware of
major contraindications to therapy. And
strongly evidenced treatments will be pre-
scribed in a trice. But let’s be honest.
Even though many prescribing computer
systems have features providing clues
about medication adherence, how often
is the subject at the forefront of discus-
sions around a patient’s drug therapy?

Even at the annual medication review?
Not often enough. 

Prescribers need to be more alert to
the issue of adherence, as there is a good
chance it will not be raised by the patient
without prompting. Prescribers may fail
to raise the subject with patients, either
unintentionally or perhaps deliberately in
an effort to avoid confrontation, yet
patients are often happy to discuss adher-
ence. There may also be an opportunity
to identify potential causes of non-adher-
ence with the patient. Are there memory
problems that could lead to unintentional
non-adherence? What are the patient’s
beliefs, attitudes and expectations, and
how do these influence their motivation
to persist with the prescribed treatment? 

Conclusion
Understanding these issues is a key part
of good quality care, allowing misconcep-
tions and concerns around treatments to
be adequately addressed, and enabling
both prescriber and patient to identify
effective and acceptable strategies for
improving medication adherence.
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Table 1. Involving patients in decisions
about prescribed medicines4

Be aware that patients may 
wish to discuss:
• what will happen if they do not take
the medicine suggested by their
healthcare professional

• non-pharmacological alternatives to
medicines

• how to reduce and stop medicines
they may have been taking for a
long time

• particularly those known to be asso-
ciated with withdrawal symptoms

• how to fit taking the medicine into
their daily routine

• how to make a choice between
medicines if they believe they are
taking too many medicines


