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ew clinicians or patients
would argue that the
United States is undergoing
a health care crisis. Escalat-
ing health care costs and perceived
diminished access to care erode
and threaten the prosperity of our
country and diminish the quality
of life for many. Paradoxically, we
are also making unprecedented
strides in the understanding
of medical conditions and the
development and implementa-
tion of diagnostic and therapeutic
options. Nonetheless, the health
care of our people continues to
remain behind that of other indus-
trialized nations. Clearly, this
issue is driven by complex eco-
nomic and social issues, and any
solution will require multifacto-
rial and systemwide remedies.

In 2003, the US Census
Bureau reported that approxi-
mately 10 million single mothers
lived with children younger than
18, whereas only two million

households with children were
maintained by a single father.'
Since women clearly have more
interaction with health care
practitioners—not only for
themselves but also for their
children—helping women

of all ages become medically
adherent can have a positive
effect on our society. The focus
must remain on strategies and
techniques that can be imple-
mented immediately.

This newsletter offers informa-
tion and ideas on how clinicians
might modify or enhance their
practice styles to improve adher-
ence in the patients they serve.

Implementing evidence-
based medicine, employing
sophisticated diagnostic tests
and engineered medications, and
mapping human genomes will
mean nothing if patients remain
nonadherent to the instructions
and advice they receive from
their health care practitioners.

Sponsored by Pfizer Inc
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Patient adherence is largely
considered an underaddressed
issue. The discussion of responsi-
bility for adherence remains emo-
tionally charged, especially since
clinicians are often compelled to
see more and more patients in a
shorter period of time. Although
medical advances contribute
positively to clinical care, they
require additional time on the
part of physicians, who must suf-
ficiently explain them to patients
in the often-limited time allotted.
Consequently, patients are left
with the sense that interactions
with their physicians are rushed
and that their concerns are not
fully addressed. They are thus
left with a poor understanding of
their conditions and the options
available to them. Under these
circumstances, patients cannot be
sufficiently empowered to better
care for themselves and remain
adherent with medical directives.

Clinicians find themselves
in the frustrating position of
having to become master educa-
tors and facilitators of behavioral
modification within the con-
straints of a 10- to 20-minute
office visit. As a result, they often
feel overwhelmed by the unreal-
istic demands placed on them by
clinical interactions. The doctor-
patient relationship, however, is
still viable. Evidence tells us that
if clinicians do nothing more than
continue to remind their patients
to quit smoking, a number of
smokers will quit, attributing
their success to their doctor’s
prodding.? The decreased bur-
den in morbidity and mortality
resulting from having one smoker
quit should provide physicians

with a powerful incentive to con-

tinue counseling.

Despite the frustrations
inherent in the current system,
the only solution requires that
everyone must remain involved.
This newsletter cannot solve
these problems; but what it
will do is offer simple tips as to
how clinicians can repackage or
deliver health care information
to patients. These simple tips
and strategies are something
we can practice now. Most of
them involve little or no cost,
and at worst, will require a
little more of a physician’s time.
Ultimately, we must remember
that we all pay for ignorance and
nonadherence. Since providing
health care is a privilege, phy-
sicians must do the best they
can—one patient at a time—
and not underestimate their
responsibility to provide critical
health care services and shape
the health care landscape of
our nation. The following arti-
cles and case studies discuss the
best approach to the problems
often encountered in the clini-
cal setting. )))@
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Dealing With the No-Show Patient

Case T1—A woman with small
children has missed a second appoint-
ment for her screening Pap test and
annual examination. The clinic

is considering discharging her for
[ailed appointments.

This common scenario piques
the ire of many clinicians who
are under increasing pressure to
see more patients in less time.
The leading causes for poor visit
adherence among women with
small children include unreli-
able transportation, being over-
whelmed with the organizational
demands of child care, and unan-
ticipated illness of their children
or their babysitters on the day
of their appointment. Although
there is no single or simple
solution to these problems, sev-
eral approaches can be helpful.
Annual examinations should be
viewed with the same importance
as procedures. Office staff who
schedule annual examinations
might be directed to question
patients about their social chal-
lenges such as transportation
and economic and child care
demands. Asking patients if they
have sufficient transportation or
child care might help staff and
patient avoid future problems
regarding subsequent office or
clinic visits. Having a prepared
list of questions to ask patients
when visits are scheduled can
help screen for high-risk no-show
situations. Staff should be encour-
aged to call these patients one
to two days before the scheduled

visit to help improve adher-
ence and allow the clinic to be
informed of a cancellation in a
timely manner. Similarly, women
with challenging home situations
who do keep office visits should
be acknowledged for doing so.
Difficulties often repeat them-
selves and should be documented
in the chart; for instance, that it
took three bus transfers to keep
this visit will help predict and
guide schedulers when choosing
dates and times for further visits.

Case 2—A regular patient of
your clinic calls the day before her
colposcopy examination to apologize
that she will not make her scheduled
procedure for the second time.

In 2000, no-show rates for

office visits nationally were 5.5%,’
and in the author’s experience,
with gynecologic procedures such
as colposcopy in an urban family
practice, no-show rates are more
than four times this average. For

a variety of reasons, patient adher-
ence for procedures might never
be 100%, but significant improve-
ment can be achieved by imple-
menting several practice strategies:
1. The clinician should explain the
procedure when recommending
it. This becomes a critical event
for information transfer and often
ensures a higher degree of adher-
ence. The more patients under-
stand the “why and how” of any
procedure, the more likely they
will be to keep their appointment.

2. When the procedure is sched-

uled, schedulers should provide

patients with basic information:

* How long the procedure
will take.

® Whether the patient should
have a ride home.

* Whether children or family
should accompany her to
the visit.

e Whether she can or cannot eat
before the procedure.
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e In the case of a minor, whether
parental consent is required.

3. After the procedure is scheduled,
the patient should be provided
with an information packet
regarding the procedure and the
instructions previously addressed
in the office. Using a “frequently
asked questions” format is
highly effective.

4. The patient should be encour-
aged to call the clinic if she has
questions about the material.

5. Finally, a day or two before the
procedure, the patient should be
contacted personally by the office
to confirm the appointment.
Some practices have patients
meet with their business staff to
discuss charges in advance.

Remember, if this critical

information is not provided to

patients by their doctor’s office,
patients will often find infor-
mation that may be inaccurate
and/or frightening, leading to yet
another no-show. Meanwhile, the
patient will be left without the

required care, which many times

results in unwarranted pain and

added expense. The best antidote

is to provide accurate, timely
information that will address
patients’ questions, quell their
fears, and help them understand
the value of the intervention.

ENHANCING PATIENT
UNDERSTANDING
Some women have been led to

believe that Pap screening cannot

be accomplished during men-
ses or when there is any level of

vaginal bleeding. In fact, low-dose

oral contraceptives, contracep-
tive rings or patches, intrauterine
devices, and injectable hormones
can cause unpredictable spotting.
Although active bleeding in the

vagina can lower the sensitivity of

traditional air-drying Pap smear
screening, the wide application
of liquid-based screening meth-
ods and the increased sensitivity
and specificity of current tests
can result in acceptable screening

samples, even during episodes of
vaginal spotting or bleeding. In
fact, seeing a woman while there
is vaginal spotting can help both
the clinician and patient address
potential underlying causes such
as infection and possible preg-
nancy. Other patients believe
that sexual intercourse the night
before will prohibit a successful
examination, although this is not
the case.

Although Pap testing remains
the cornerstone of annual gyne-
cologic screening examinations,
repeated abandonment of the
annual visit because of patient
misunderstandings regarding Pap
smears can place both the clini-
cian and patient at risk for miss-
ing serious disease or conditions.
Abandoning the office or clinic
visit, and thus a breast examina-
tion, cancer screening, contracep-
tive counseling, and screening for
sexually transmitted disease, on
the basis of a single misconception
is untenable. »)@

SceNARIO: THE Busy PATIENT

A 46-year-old patient comes in for her annual checkup and apologizes about
[orgetting to get her screening mammogram during the past year. She relates
how time seems to fly and cannot imagine that it has been a year since ber

last office visit.

Everyone has difficulty remembering events that are rare and deviate
from the routine. Coupling rare activities such as screening mam-

mography with other events in one’s life will help create a built-in
reminder. One suggestion is to ask female patients to schedule their
mammogram during their birth months and to consider it a “gift to

themselves.” Physicians might also send patients a simple mammo-
gram reminder inside an annual birthday card. Over time, patients
will learn to link this health-seeking behavior with the pleasant
thought that their doctor cares and has acknowledged their birthday.
Patients often tell their friends about unusual forms of attention,

thus possibly adding referrals to your practice.
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The Impact of Health Literacy

he average reading level
in the United States is
eighth grade; however,
20% of Americans read
at the fifth-grade level or below.
Yet, most health-related materi-
als are written at the 10th-grade
level.* That means roughly 90
million Americans—almost half
the adult population—have a low

ability to read, understand, and
act on health information.

Still, even literate people
have trouble understanding their
health care providers. The field
of medicine is filled with terms
that may complicate what needs
to be a very basic communication
exchange between clinicians and
their patients. Some studies even

suggest that low health literacy
is the single biggest factor in
poor health outcomes.’

Perhaps because women tend
to interact more with clinicians,
health literacy seems to impact
women more than men. Some
studies reveal that women who
have low health literacy are sig-
nificantly more likely to have

ScENARIO: THE INFORMATION SEEKER

A patient calls back several days after an office visit
with questions about the new medications you pre-
scribed to control her blood pressure. She doesn’t want
to “bother the doctor,” but she is unclear about whether
to take the medication in the morning or evening, or
with food or not.

Best practices demand that clinicians offer
clear explanations of the risks and benefits of
the medications they prescribe—when they
are prescribed. This should include education
about side effects, the potential danger signs of
untoward reactions, and the possibility of inter-
actions with food, herbs, or other drugs. As our
patients are placed on more and more medica-
tions, the burden of completing this educational
prerogative can become demanding and difficult
to accomplish. Clinicians must develop a better
partnership with the pharmacies that fill their
patients’ medications. A simple way to assess
the kind of interactions patients are having
with pharmacy staff when they present for
their prescriptions is to ask them:

* When you picked up your medication(s),
did the pharmacy staff also explain what
they are for?

* Are you aware of possible side effects?

* Do you know what time of day to take
the medication?

* Do you know if any foods interact with
your medication?

Educating patients requires a team effort,
involving not only the physicians but also the
clinic staff and those who dispense medications.
Discussing your expectations with the phar-
macies most often used by your patients will
reinforce the important role of the pharmacy

in providing essential information to patients.
Experience has shown that excellent pharmacies
welcome involvement by clinicians.

Consider referring your patients
to pharmacies that share your
vision of a team effort in this
educational process.
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never had a Pap test in their life
or to have not had a mammo-
gram in the past two years.’

CHOOSE WORDS CAREFULLY
There are many different ways
health care providers can tackle
this problem. For starters, they
can pay attention to how they
speak to patients. Is their lan-
guage simple and clear? Do they
make assumptions that patients
understand their directions or
that their patients know what to
do next?

Using simple language can
go a long way toward enhanc-
ing patient adherence. Even
the most basic information can
be misunderstood. While still
in the exam room, a provider
can ask a patient to repeat back
instructions or ask the patient
if she has any questions. That’s
when misunderstandings come
to light. It’s also a good idea
for the provider to keep a list
of patients with poor health
literacy skills and periodically
contact them to ensure they’re
following directions.

After an office visit, some
providers hand patients easy-to-
understand written instructions,

in their native language, on how
to take their medication. This not
only enhances patient adherence
but also can reduce the number
of phone calls clinicians receive
from confused patients. Others
apply an old psychological trick:
When given a list of things they
need to do, chances are, patients
will remember only the first and
last bits of information. Thus,
providers may want to give
patients the most important
instructions first and last. »{7

Using simple
language can go a
long way toward
enhancing patient

adherence. Even
the most basic
information can be
misunderstood.
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Cold Facts About Drug Adherence

ne in three adults in
the United States for
whom drugs are pre-
scribed to be taken on
a regular basis are often or very
often nonadherent, according to a
recent study.®
The 2005 online survey tar-
geted 2,507 adults. Nearly half
(45%) say they have failed to
take their medications because
of concerns about the drugs
themselves, while 43% didn’t
adhere because they felt the drug
was unnecessary.

But of the 63% who did
adhere, nearly two thirds (64%)
reported that they simply forget
to take their medication, with
11% saying this has happened
often or very often.

Although the survey didn’t
separate responses by gender,
here are just some of the reasons
why patients failed to take pre-
scribed medicine:

e They had no symptoms or the
symptoms went away (36%).

* They wanted to save money (35%).

* They didn’t believe the drugs

were effective (33%).

* They didn’t think they needed
to take them (31%).

* They had painful or frightening
side effects (28%).

* The drugs prevented them from
doing other things they wanted
to do (25%).

These are frightening statistics
for any health care provider. With
the number of retail prescriptions
expected to reach 4.5 billion by
2010, providers may need to adopt
this slogan as their mantra: Educate
before you medicate.” »)

SceNARIO: THE FORGETFUL PATIENT

A 45-year-old patient whom you are seeing for a fol-
low-up visit for hypertension and elevated cholesterol
levels admits that her blood pressure and cholesterol
remain uncontrolled simply because she cannot remem-
ber to take her medications. The clinician documents
her nonadherence yet is at a loss about how to improve
her chances of controlling these common yet serious
medical issues.

In fact, it is difficult for most people to remem-
ber to take their medications. This is especially
true with regard to hypertension and elevated
blood lipid levels. Both are asymptomatic condi-
tions until they progress and become irreversible
threats. It might be helpful to offer suggestions
to patients to link the burden of “taking the
pills” with other activities in their lives. One of
the most frequent reasons for which reproductive-
aged women call their clinician is to ask what to
do when they have missed one or two of their daily
oral contraceptive pills. Like antihypertensives
or lipid-lowering medication, oral contraceptives
are preventive medications and do not have a

target symptom that signals the need to take
them. One patient claimed that the only way she
could remember to take her daily oral contracep-
tive was to tape her pill packet to her toothpaste
tube. If physicians can pair the act of taking medi-
cation with activities that patients have already
incorporated into their routines, then adherence
will immediately improve. Adherence might also
improve if other household members are enjoined
to remind the individual to take the medication.

Patients should be encouraged to use a pillbox as

a convenient, inexpensive (and sometimes, free)
method of arranging medication. Most clinicians
would not think twice about offering either a
weekly or monthly “pill container” to their elderly
patients, who are often taking multiple medications.
The use of a pillbox, however, should not be limited
to geriatric patients. Remember, all contraceptives
manufactured today are supplied in convenient con-
tainers that make it easy to see when the last pill was
taken and when the next one is due to be taken, on
what day, and in some cases, at what time of day.
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Changing Attitudes

ere’s some alarming

news: In 2005, about

1.5 million women

in the United States
skipped getting their mammogram.®

The decline appears to be a
trend. The percentage of women
40 and older who reported having
a mammogram in the previous
two years was 76.4% in 2000 but
slipped to 74.6% by 2005. Yet,
mammograms are key to reducing
cancer deaths by 20% to 35% in
women ages 50 to 69 and by about
20% in women in their 40s.®
Medical experts point to

various reasons for the decline in
breast cancer screening, including
lack of health insurance, a short-
age of radiologists and facilities
that perform mammography,
and the gap between the time of
an appointment and the actual
appointment date.

TIPS THAT MOTIVATE

Consider implementing some of

these creative practices at your office

to increase mammography use’:

* Any patients who call your of-
fice and need to be placed on
hold can listen to a prerecorded
telephone message about the
importance of screening tests.

* Ask each patient to share this
information with several of
her friends.

* Hand out the phone numbers
of facilities that offer low-cost
mammograms.

* Ask staff to wear pins that read,
“Ask Me About Mammography,”
to prompt discussions. ,){?

SceNARIO: THE FRUSTRATED PATIENT

A patient who has just completed an annual examination calls and is
clearly frustrated at how difficult it is to get the results of her Pap test,
cervical cultures, or other tests performed at the time of her visit.

This scenario repeats itself many times throughout the course of a

day in the average office. In fact, receptionists, nurses, and medical
assistants have identified two major patient complaints: lack of or
delayed response for (1) medication refills and (2) lack of or delayed
communication of the results of tests performed during a recent

visit. Patients become understandably upset when they are told how
important it is to take their medications or have these tests, while
being unable to receive timely responses or assistance. Best practices
dictate that offices have a mechanism to get back to patients when
“critical or abnormal values” are reported from recent testing. Most
offices do fairly well on this issue; however, reporting normal results
is considered by many clinicians to be less important. Patients see this
differently. Whether a test result is normal or abnormal, they receive
the same bill. Patients increasingly demand not only the results of
their tests but also confirmation that their tests are normal. Not hear-
ing about a normal result can negatively affect patient adherence with
future medical encounters. It should become routine for patients to be
given the results of their tests, whether negative or positive.

There are several ways to accomplish this, including sending brief fol-
low-up letters or calls for normal results. These do not have to be com-
pleted by the physician or provider. A simple strategy is to document,
at the time tests are ordered, that the patient wishes to be informed of
the test results. These reporting mechanisms must respect confidenti-
ality. Thus, leaving a message on an answering machine is unaccept-
able. Calling a cell phone is encouraged. The situation will improve
dramatically with the widespread implementation of electronic health
record (EHR) programs, which will automatically produce properly
addressed letters and cards. Recent experience with secure Internet
question-and-response systems between patient and clinician indicate
that electronic connections may well provide the answer for com-
municating sensitive and confidential information in a secure man-
ner. Time will tell. Refills for medications have been dramatically
improved with the use of EHRs, especially those that automatically
fax the pharmacy from the record. Bottom line: The more informed a
patient is, the more adherent she will be.
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Recommended Strategies

nsuring that patients
take their prescribed
medicine and follow
through on neces-

sary or preventive tests typically

involves asking plenty of ques-

tions, listening, and educating.

Consider the following best prac-

tices:

e Flag the medical charts of each
patient whom you and your
staff believe has adherence
problems. When these patients
come in for an appointment,
you will be better prepared to
deal with adherence issues.

e Ask your staft if they are aware

of issues or concerns related to

a patient’s nonadherence. A

patient may develop a rapport

with different clinical staff. For
instance, the patient may say,

“This week, I had to choose

between food for my children or

medicine for my baby.” She may
be too embarrassed to tell the
clinician but may share such per-
sonal problems with the medical
assistant or receptionist.

Explain to the patient why she

needs the medication you're

now prescribing.

Ask if there is any reason why
the patient won'’t take this
medicine. Her answer may

surprise you. Some simply
have trouble swallowing pills.
If you suspect money is an
issue, ask how much she usu-
ally pays for medicine or can
afford to pay. The same holds

true with taking a medical test.

Or, maybe she doesn’t
have transportation.
By asking questions,
you will be better
able to get to the root
of the problem and
can work together to
solve it.

Explain to the patient
what she can expect
during any test you
have ordered for her.
More than likely,

her anxiety will be
reduced and adherence
will be improved.
Link taking medica-
tions with established
daily activities. For

example, instead of

saying, “Swallow this pill once
a day,” say, “After you swallow
your vitamin pill in the morn-
ing, swallow this pill with a
glass of water.”

Recommend a pill container
or other tools, especially for an
elderly patient or for someone
who takes multiple pills each
day. If she takes her pills at the
same time, suggest that she
also mark an “X” on her calen-
dar when she’s completed her
daily pill regimen.

Be extra careful when giving
patients pill samples. The writ-
ing on some packets is small and
hard to read or understand. Oth-
ers say “Take as directed.” This
can be extremely confusing and
could lead to a drug overdose.
Write down specific directions.

What if the patient returns
for a follow-up visit and her

condition still hasn’t improved?

Besides listening and educating,

intervention may also be needed.

Consider the following:

* Ask each patient during an
acute visit to explain how
she is taking her medicine.
Don’t simply ask, “Are you
taking your pills?” Ask her
to describe in detail when she
takes them and how often.
Does she swallow them whole
or crush them? Does she
take them with food or not?
Also ask if she perceives any
side effects.

* Alert the pharmacist to a
patient who is nonadherent.
The pharmacist can repeat your
instructions and stress why the
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medicine is needed. A team
approach is ideal.

e Delve a little deeper. Is your
patient in denial? Reassure her
that treatment is available but
that the longer she waits, the
worse her condition will be.

* Get the family involved, if the
patient doesn’t object. There
are cases when recruiting
support from her family can
encourage adherence.

* Schedule follow-up visits.
Good adherence takes time and
doesn’t come out of just one
visit; it requires consecutive
visits. Adherence is not an acci-
dent—it takes focused attention
and reinforcement. »)@
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SceNARIO: THE HAPPENSTANCE CALLER

A patient who has just completed her annual examination calls your nurse several weeks

later to ask where she can get a tetanus shot, since she has just stepped on a tack.

Practices that care for women should develop strategies to inform their
patients regarding health maintenance tools such as vaccines, colonoscopy,
and bone density measurement. Recommended screening tests for women
at various ages have increased greatly in recent years. It’s easy for busy clini-
cians to overlook basic preventive health care interventions.

Gender bias is another issue. Far more male patients are being screened

for lipid abnormalities than are their age-matched female counterparts. |
Yet coronary artery disease is a major killer of women. Many more
men than women are asked during routine clinical encounters about
whether they need a tetanus booster; however, contaminated
puncture wounds occur more commonly in women.

Preparing a simple checklist for your patients, outlining age-
adjusted health care maintenance recommendations, will
dramatically improve adherence with these important
yet frequently overlooked activities. Practices that do
not routinely provide immunizations or other recom-
mended services can easily identify resources available
for their patients. Not reminding patients about these
services because we do not offer them is unacceptable.

10
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Consult With Dr. Newkirk

Patients sometimes com-

plain that | “did not explain
everything” to them. This
perception persists, despite
the fact that | spent enormous
amounts of time explaining my
recommendations. How can |
eliminate this misperception?

Dr. Newkirk: A remarkably
simple step to help improve
patient adherence with recom-
mendations such as taking medi-
cations, scheduling their own
mammography appointments,
and getting fasting blood tests

is to ask your patients at least
two questions at the end of every
visit: (1) Do you have any ques-
tions about what I would like
you to do? and (2) Now that we
have finished our visit, would
you please explain to me your
understanding of what I would
like you to do?

If we want patients to change
their behavior in a positive way
and to improve adherence, we
must rely on behavior principles
to complete the task. Hearing,
processing, and reiterating are
important steps to promoting the
process of adherence. Thinking
your patients have heard you and
thinking they have understood
you are typical and sometimes
incorrect assumptions. Only
by giving patients a chance to
explain the advice or recommen-
dations you have offered can you
assess whether your instructions
and advice were correctly under-
stood. This will add time to the
routine visit, but the payoff with

improved patient adherence
will serve your patients many
times over.

| have patients who not only
don’t take their medication but
also don't fill their prescrip-
tions. Any ideas on how to
solve this problem?

Dr. Newkirk: There are many
reasons why patients do not ahere
to taking their medications,
including cost, fear, adverse
effects, distrust of the diagnosis,
and forgetfulness. There remains
a huge disconnect between the
health care and the medicine-dis-
pensing process. Clinicians write,
fax, and otherwise prescribe
medications all the time without
knowing whether the medication
was even dispensed. Physicians
and pharmacists must become
better partners in addressing
medication adherence issues.
Physicians must establish doable
strategies with pharmacies in
their practices.

A system at the pharmacy
can be established to notify the
physician’s office when a medi-
cation is not picked up by the
patient within 24 to 48 hours.
Many pharmacies will routinely
notify the patient, but typically
the health care practitioner is
kept out of the loop. The physi-
cian and clinical staff should be
alerted to contact the patient
about the lapse and to provide
further information about the
medication or to reinforce its

importance. Communication at

such times can alert the physi-
cian or staff about problems
associated with the cost of a
drug or transportation difficul-
ties in dropping off or picking
up the prescription. If such
problems recur, the patient’s
chart should be flagged to
remind the health care office of
past adherence problems and the
patient’s special needs.
Clinicians must endeavor
to establish better communica-
tions with the pharmacies most
used by their patients, and phar-
macists must be empowered to
become a part of the adherence
effort. Ironically, it is usually
only in the areas of narcotics or
other highly restricted medica-
tions that interaction between
pharmacy and physician occurs,
even though there are a wealth
of other contexts where interac-
tion as part of a health care team
might have helped improve a
patient’s adherence. Physicians
can, for example, enlist the sup-
port of pharmacists directly by
asking them to take a patient’s
blood pressure prior to refilling
a prescription for antihyperten-
sive medication. »@
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