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Patient Compliance Myths
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The No-Nonsense Summary
Patient Compliance Myths

1. The only absolute criterion for patient noncompliance is that a
clinician has made a treatment recommendation to a patient.
Once that's accomplished, it's a numbers game; as the number
of patients receiving the treatment recommendation increases,
the likelihood noncompliance will occur approaches certainty,
regardless of the treatment, disorder, patient demographics,
astrological signs, ... .

2. It is essential not to confuse bullet points (information about
noncompliance) with silver bullets (panaceas for
noncompliance).

3. If a patient's clinician is well-trained, proficient, & sensitive,
his or her accuracy in determining if that patient is compliant or
noncompliant with treatment will equal that obtained from
flipping a coin. (Note: the heads-or-tails option is less expensive
but also less amusing.)




Allan Showalter, MD

Al Ign Map www.alignmap.com 7716 Crystal Lake, IL 60012

Beyond Paltient Compliance 815 459-3201 o allan@alignmap.com

Introduction

After 20 years of talking about patient compliance with clinicians and civilians, I can report
with confidence that the prevailing beliefs about treatment adherence are reasonable, based
on common sense, and steadfastly maintained in the face of well documented evidence to
the contrary. As H.LL.. Mencken put it,

For every complex problem there is an answer that is clear, simple, and wrong.

Myth #1
Noncompliance Is Unusual Except In Certain Groups

It's only common sense, for example, that noncompliance occurs only occasionally and even
then is primarily a problem of the foolish, the recalcitrant, the poorly educated, the
psychologically or intellectually impaired, and the poor. After all, when ones health and
sometimes ones life is at stake, why wouldn't any reasonable, mentally competent person
who is awate of the problem and can afford the treatment follow the physician's advice? Yet,
surveys of actual healthcare behavior consistently indicate that significant noncompliance
exists throughout healthcare., and, in fact, there are many instances in which noncompliance
is routinely more prevalent than compliance; i.e., situations in which compliance is the
aberration.

For example, a study completed in 2000 found that 20% of patients given medication
prescriptions never filled their prescriptions, and of those who did fill their prescriptions,
50% did not take the medications as directed;' for those keeping score, that means the
majority — 70% of all patients — were noncompliant. Multiple studies, in fact, calculate the
chances that an individual prescribed medication non-acute disorders will satisfactorily
adhere to that treatment plan as no better than even money — approximately 50%.>>*> %
For impressive noncompliance, it's hard to beat The Nurses’ Health Study, a collection of
data describing the healthcare behaviors of 84,129 female nurses, which reported that only
3% of the participants adhered to medical advice on diet and exercise."

7,8,9

To paraphrase the Chickenman's (AKA "The caped crusader, winged warrior, and day time
shoe salesman") catchphrase in regard to patient noncompliance:
I#'s Everywhere! 1t's Everywhere!

Myth #1A (The Converse Of Myth #7)
In Those Certain Groups, Noncompliance Is Very Likely

It turns out there is little that is certain about the "certain groups" that one might suppose
are prone to noncompliance. Efforts to correlate noncompliance with demographic,
diagnostic, socioeconomic, and psychological features have been numerous and extensive
but largely unrequited. Race, amount or quality of schooling, intelligence, and
socioeconomic status have little direct effect on patient compliance,'" except in specific
situations.
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Further, even statistical trends that may be valid are of little practical use because (1) the
flood and flux of variables that influence compliance from moment to moment and situation
to situation can easily wash out the effect of any single factor and (2) exceptions to any
simple cause-effect generalities are numerous. Patients from low income urban areas,

for instance, are often identified as being at high risk for nonadherence, and there is
evidence that, all things being equal, patients with more fiscal resources are somewhat more
likkely to comply with treatment for chronic disorders.'” On the other hand, a study of
impoverished African Americans in East Baltimore with type 2 diabetes demonstrated an
adherence rate to diabetic medications of 74%" (adherence rates for all patients with type 2
diabetes have been reported to range from 65% to 85% for oral agents and 60% to 80% for
insulin'*). In a similar and perhaps more wrenching example, Bangsberg reported on a
study,” triggered by the observation that Protease Inhibitors were typically being withheld
from impoverished and homeless HIV+ patients, to investigate the validity of the underlying
premise — that this population would be unable to adhere to this complex and expensive
treatment. The researchers recruited 153 HIV+ patients from San Francisco homeless
shelters, free food lunch lines, and single room occupancy (SRO) hotels to begin the
program. After 20 months, these patients had attended 91% of all scheduled clinic sessions,
hardly a sign of poor adherence to treatment.

At this time, in fact, no associations between noncompliance and any signs, symptoms,
qualities, or traits are sufficiently strong and sufficiently free of exceptions to serve as a basis
for a clinical or administrative decision such as disqualifying a patient from a transplant
program because he is unlikely to adhere to the treatment necessary to prevent rejection of
the organ.

Myth #2
Doctors In Touch With Their Patients Know Who Is And Who Isn't Compliant

There is impressive evidence that clinicians, regardless of discipline, years of experience, or
specialty, overestimate compliance among their own patients — by 100%.'° Moreover, the
level of a given clinician’s confidence that he or she can detect noncompliance has little
correlation with the actual capacity to do so. Even when primary practice physicians were
allowed to stack the deck by predicting the compliance of only those patients they felt they
knew well, noncompliance was detected only 10% of the time."” Overall, physicians are no
more accurate in detecting compliance or noncompliance than relying on the flip of a coin.'®
(Physicians are the profession typically studied; there is no indication that other healthcare
professionals predict noncompliance more or less accurately.)
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Myth #3
Noncompliance Can Be Eliminated Educating By The Patient, Motivating The

Patient, Eradicating Or Relieving Side-effects, Simplifying The Treatment Plan, ...

This notion differs from its predecessors because it is true — kinda, sorta; i.e., certain
interventions, including but not limited to those listed, can indeed ameliorate
noncompliance. The danger lies in the erroneous assumption that any of these issues is
universally effective or the only key to compliance.

That is, for example, the kind of fallacy that underlies ads that prominently display a new
medication's decreased frequency or severity of side-effects alongside the medication
noncompliance rates for the drug being replaced to imply that patients will have higher
adherence rates with the new medication. There is ample evidence, however, that this is not
always the case. Consider these examples. Four studies of cancer chemotherapy,'”*"*"* as
Partridge noted in his review,” "found no relationship between side effects and adherence."
A 2002 paper™ on long-term compliance with treatment for hypercholesterolemia reported
similar side-effects rates in both compliant and noncompliant patients. In a review focusing
on adherence among patients with schizophrenia, only 1 out of 9 studies found a correlation
between side effects and compliance.” Studies comparing patients treated with older
antipsychotics (e.g., haloperidol), and those medicated with the newer, atypical antipsychotics
(e.g., olanzapine), which have fewer and less severe side effects, have reported no significant
differences in adherence.””” Of three meta-analyses of studies comparing adherence of
patients taking tricyclic antidepressants (known to frequently severe side-effects) cause with
those taking selective serotonin reuptake inhibitors (SSRIs) (known to have a much more
benign side-effect profile), one found that in 67 studies only 5% more patients terminated
treatment while taking tricyclics than while taking SSRIs,” another found no significant
clinical difference between the two medication groups,” and the third suggested that the
slight advantage of the SSRIs could be secondary to the use of older tricyclics the early trials,
and might dissipate entirely if the studies were repeated with newer varieties of tricyclic
medicines.”

Easily the most frequently advised and implemented tactic to improve compliance is
educating the patient about the disorder, the treatment, and the treatment agents, such as
medication. This strategy, however, may have a wider appeal as a concept than effectiveness
as a pragmatic intervention. A study of asthmatic patients found that the level of patient
knowledge had no significant impact on medication compliance and that, indeed, the
individuals with the highest rate of compliance were those respondents who reported never
receiving an explanation about the condition. In a 2001 study, diabetic patients who were
highly knowledgeable about their disease were no better at managing their treatment than
patients with little understanding of diabetes. In fact, when risk factors were measured, both
groups, in the words of the study's author, did "exactly the same,"”" a finding consistent with
studies of treatment with antihypertensives’> which found no connection between the
patients’ knowledge of their disease or therapy and their treatment adherence.
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Information about the patient's disease is often provided in the belief that understanding the
problem and the value of the treatment will increase his or her motivation to comply with
the prescribed regimen. In practice, however, noncompliance is widespread even when it
clearly increases the risk of severe consequences, including death, i.e., situations in which
motivation would be expected to be highest. Large numbers of HIV patients, for example,
fail to take medications as prescribed even though these patients acknowledged that the
medications were effective and potentially life-saving.* *> About one in five renal transplant
patients, all of whom have subjected themselves (and often a donor) to surgery, do not take
their prescribed immunosuppressive medications to prevent rejection of the transplanted
kidney,” more than a third of glaucoma patients in one study were noncompliant despite
already having lost vision in one eye because they failed to use the prescribed medication,”” and the majority
of diabetics do not follow their treatment regimen although they are aware that they are thus
hastening disability and death.”® We have come to understand that

Motivation To Recover Is Not Synonymous With
Motivation To Comply With Treatment

Further belying the compliance-enhancing impact of both motivation and comprehension
of healthcare matters is the earlier referenced fact that among the participants in the Nurses'
Health Study — a population which consisted entirely of nurses, healthcare professionals
whose grasp of medical information and whose awareness of the importance of lifestyle
habits are superior to the general population and, in this case, a specific group of nurses who
volunteered to be part of research they knew would monitor their health-pertinent behaviors —
97% failed to closely follow the exercise and diet recommendations.” (It is sobering that
this same study also concluded that 82% of heart disease and infarctions resulted from the
failure to follow these recommendations.™)

Decreasing the number of times per day a medication has to be taken is a frequently
recommended compliance enhancement tactic and one supported by research.*"!

It is not, however, always the answer. Cheever assessed the level of adherence to once-a-day
dosing by patients with Pneumocystis carinii pneumonia, whose treatment plan called for
them to take one pill (with few side-effects) each day, any time during that day. Under these
conditions, 29% of patients took more than 90% of the doses as prescribed, and a total of
54% were adherent at or above the 80% level (believed to be the lowest level at which
clinical benefit could be expected).” Moreover, a simple regimen is not always an option.
While advances have been reported which could soon make single-pill, once-a-day AIDS
treatment possible,“ for example, effective HIV treatment currently requires multiple
combinations of medications taken several times a day. It is, in fact, the unusual case in
which a physician would arbitrarily choose a more complex schedule when a simpler one is
available.
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None of this negates, for example, the potential utility of decreasing the number of doses in
a given patient's regimen or reducing side-effects when possible. It does mean that there are
no simple answers to enhancing compliance.
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