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National Institute for Health and Care 
Excellence 

Surveillance programme 

Surveillance proposal consultation document 

Medicines adherence: involving patients in decisions 
about prescribed medicines and supporting 

adherence NICE guideline CG76 – 8-year surveillance 
review 

Background information 

Guideline issue date: January 2009 

2-year surveillance review – no update. 

6-year surveillance review – no update. 

Surveillance proposal for consultation 

We will not update the guideline at this time.  

We will transfer the guideline to the static list because: 

 No evidence was identified that would impact on the current guidance and 

no major ongoing studies or research have been identified as due to be 

published in the near future (that is, within the next 3-5 years). 

Reason for the proposal 

New evidence 

We found 63 new studies in a search for systematic reviews and randomised 

controlled trials published between 18 December 2014 and 11 July 2016.  

Evidence identified in previous surveillance was also considered. This 

included 52 studies identified by search.  

https://www.nice.org.uk/guidance/cg76
https://www.nice.org.uk/guidance/cg76
https://www.nice.org.uk/guidance/cg76
https://www.nice.org.uk/about/what-we-do/our-programmes/nice-guidance/nice-guidelines/types-of-guideline/static-clinical-guidelines
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From all sources, 115 studies were considered to be relevant to the guideline. 

This included new evidence on patient involvement in decisions about 

medicines, supporting adherence and reviewing medicines, which supports 

current recommendations. We asked topic experts whether this new evidence 

would affect current recommendations on NICE guideline CG76. Generally, 

the topic experts thought that an update was not needed.  

We did not find any new evidence on communication between health 

professionals. 

Additionally, we did not identify any relevant ongoing research that is 

expected to publish results in the next 3–5 years. 

No equalities issues were identified during the surveillance process. 

Overall decision 

 
After considering all the new evidence and views of topic experts, we decided 

not to update this guideline, and place NICE guideline CG76 on the static list. 

Further information 

See appendix A: summary of new evidence from surveillance below for further 

information. 

For details of the process and update decisions that are available, see 

ensuring that published guidelines are current and accurate in ‘Developing 

NICE guidelines: the manual’.  

http://www.nice.org.uk/article/pmg20/chapter/13-ensuring-that-published-guidelines-are-current-and-accurate
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Appendix A: summary of new evidence from 

surveillance 

Patient involvement in decisions about medicines  

 What do we mean/understand by patient involvement in decisions 76 – 01

about medicines?  

Recommendations derived from this question 

Communication  

Good communication between healthcare professionals and patients is needed for involvement of 

patients in decisions about medicines and for supporting adherence. Some patients may find it easier to 

communicate with their healthcare professional than others.  

1.1.1  Healthcare professionals should adapt their consultation style to the needs of individual 

patients so that all patients have the opportunity to be involved in decisions about their 

medicines at the level they wish.  

1.1.2  Consider any factors such as physical or learning disabilities, sight or hearing problems and 

difficulties with reading or speaking English, which may affect the patient's involvement in the 

consultation.  

1.1.3  Establish the most effective way of communicating with each patient and, if necessary, 

consider ways of making information accessible and understandable (for example, using 

pictures, symbols, large print, different languages, an interpreter or a patient advocate).  

1.1.4  Encourage patients to ask about their condition and treatment.  

1.1.5  Ask patients open ended questions because these are more likely to uncover patients’ 

concerns. 

1.1.6  Be aware that the consultation skills needed for increasing patient involvement can be 

improved. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 Does involvement in decisions about medicines influence adherence?   76 – 02

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-01. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

https://www.nice.org.uk/guidance/cg76/chapter/1-Guidance#patient-involvement-in-decisions-about-medicines
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 Is it possible to increase patient involvement in decisions about 76 – 03

medicines?   

Recommendations derived from this question 

Increasing patient involvement 

Patient involvement in the decision making process requires that healthcare professionals acknowledge 

patients' views about their condition and its treatment, and that both healthcare professional and patient 

have a role in making decisions about treatment. Simple interventions to increase patient involvement 

do not necessarily increase the overall length of consultation and may be justified by benefits, 

particularly over the course of a long term condition. 

1.1.7  Offer all patients the opportunity to be involved in making decisions about prescribed 

medicines. Establish what level of involvement in decision-making the patient would like.  

1.1.8 Discuss with the patient why they might benefit from the treatment. Clearly explain the 

disease or condition and how the medicine will influence this.  

1.1.9  Explain the medical aims of the treatment to patients and openly discuss the pros and cons of 

proposed medicines. The discussion should be at the level preferred by the patient.  

1.1.10  Clarify what the patient hopes the treatment will achieve.  

1.1.11  Avoid making assumptions about patient preferences about treatment. Talk to the patient to 

find out their preferences, and note any non˗verbal cues that may indicate you need to 

explore the patient's perspective further.  

1.1.12  Healthcare professionals have a duty to help patients to make decisions about their treatment 

based on an understanding of the likely benefits and risks rather than on misconceptions.  

1.1.13  Accept that patients may have different views from healthcare professionals about the 

balance of risks, benefits and side effects of medicines.  

1.1.14  Be aware that increasing patient involvement may mean that the patient decides not to take 

or to stop taking a medicine. If in the healthcare professional's view this could have an 

adverse effect, then the information provided to the patient on risks and benefits and the 

patient's decision should be recorded. 

1.1.15  Accept that the patient has the right to decide not to take a medicine, even if you do not agree 

with the decision, as long as the patient has the capacity to make an informed decision and 

has been provided with the information needed to make such a decision.  

1.1.16  Assess the patient's capacity to make each decision using the principles in the Mental 

Capacity Act (2005). To lack capacity patients must: (a) have an impairment of or disturbance 

or malfunction of brain and mind, and (b) demonstrate lack of capacity to: 

 understand the information relevant to the decision 

 retain information for long enough to use it in the decision 

 use or weigh information as part of the process of making the decision 

 communicate the decision (whether by talking, using sign language or any other means).  

1.1.17 If the patient has specific concerns, record a summary of the discussion, because this may be 

helpful in future consultations.  

1.1.18  Encourage and support patients, families and carers to keep an up˗to˗date list of all 

medicines the patient is taking. The list should include the names and dosages of prescription 

and non˗prescription medicines and herbal and nutritional supplements. If the patient has any 

allergic or adverse reactions to medicines, these should be noted. 

Surveillance decision 

This review question should not be updated. 

http://www.opsi.gov.uk/ACTS/acts2005/ukpga_20050009_en_1
http://www.opsi.gov.uk/ACTS/acts2005/ukpga_20050009_en_1


 Surveillance proposal consultation document September 2016 – Medicines adherence. 
(2009) NICE guideline CG76  5 of 49 

 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

No relevant evidence was identified. 

8-year surveillance summary 

A systematic review
1
 (13 studies) examined 

communication and decision-making in mental 

health-based samples, including bipolar 

disorder patients. Treatment adherence was 

one of the main outcomes. Four inter-related 

themes were identified:  

 patient characteristics  

 patient preferences 

 quality of patient-clinician interactions 

 influence of shared decision making (SDM) 

and patient-centred approach on patient 

outcomes.  

People with bipolar disorder and other mental 

health disorders were found to have unmet 

decision-making needs, and desired greater 

involvement. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new systematic review evidence is 

consistent with recommendation 1.1.7, to offer 

all patients the opportunity to be involved in 

making decisions about prescribed medicines. 

New evidence is unlikely to impact on the 
guideline.  

 

 What tools are available to help elicit patients’ beliefs about 76 – 04

medicines?   

Recommendations derived from this question 

Understanding the patient's knowledge, beliefs and concerns about medicines 

There is evidence that patients make decisions about medicines based on their understanding of their 

condition and the possible treatments, their view of their own need for the medicine and their concerns 

about the medicine. 

1.1.19  Be aware that patients' concerns about medicines, and whether they believe they need them, 

affect how and whether they take their prescribed medicines. 

1.1.20  Ask patients what they know, believe and understand about medicines before prescribing 

new treatments and when reviewing medicines.  

1.1.21  Ask if the patient has any specific concerns about their medicines, whenever you prescribe, 

dispense or review medicines. These may include concerns about becoming dependent on 

medicines and concerns about adverse effects. Address these concerns.  

1.1.22  Be aware that patients may wish to minimise how much medicine they take.  

1.1.23  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 associated with withdrawal symptoms 

 how to fit taking the medicine into their daily routine 



 Surveillance proposal consultation document September 2016 – Medicines adherence. 
(2009) NICE guideline CG76  6 of 49 

 

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

medicines. 

 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 What tools are available to help elicit patients’ information needs 76 – 05

about medicines?   

Recommendations derived from this question 

Providing information 

Patients need information about their condition and possible treatments if they are to be involved in 

making informed decisions about medicines. The format and content of the information provided should 

meet the needs of individual patients. 

1.1.24  Offer patients information about medicines before the medicines are prescribed.  

1.1.25 Offer patients information that is relevant to their condition, possible treatments and personal 

circumstances, and that is easy to understand and free from jargon.  

1.1.26  Check that patients have any information they wish about medicines when the medicines are 

dispensed.  

1.1.27  Discuss information on medicines with the patient rather than just presenting it. The 

discussion should take into account what the patient understands and believes about the 

condition and treatment.  

1.1.28  Do not assume that the patient information leaflets (PILs)
* 
that patients receive with their 

medicines will meet each patient's needs. Address concerns that patients may have after 

reading the standard PILs.  

1.1.29  Patients differ in the type and amount of information they need and want. Therefore the 

provision of information should be individualised and is likely to include, but not be limited to: 

 what the medicine is  

 how the medicine is likely to affect their condition (that is, its benefits)  

 likely or significant adverse effects and what to do if they think they are experiencing them 

 how to use the medicine  

 what to do if they miss a dose 

 whether further courses of the medicine will be needed after the first prescription 

 how to get further supplies of medicines. 

1.1.30  Be careful not to make assumptions about a patient's ability to understand the information 

provided. Check with the patient that they have understood the information. Information for 

patients should be clear and logical and, if possible, tailored to the needs of the individual 

patient.  

                                                 
*
 Patient information leaflets (PILs) contain information for patients on how medicines should be used. It 

is a legal requirement that this information is included on the label or within the packaging of a medicine. 
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1.1.31  Suggest where patients might find reliable information and support after the consultation: for 

example, by providing written information or directing them to other resources (for example, 

NHS Choices). 

1.1.32  Provide inpatients with the same information as patients in other settings. Information should 

include: 

 what the medicine is  

 how the medicine is likely to affect their condition (that is, its benefits)  

 likely or significant adverse effects and what to do if they think they are experiencing them 

 how to use the medicine  

 what to do if they miss a dose 

 whether further courses of the medicine will be needed after the first prescription 

 how to get further supply after discharge. 

 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

No relevant evidence was identified. 

8-year surveillance summary 

A randomised controlled trial (RCT)
2
 (n=262) 

found that clinician-patient communication 

improved adherence to psychoactive drugs in 

functional dyspepsia patients with 

psychological symptoms. The intervention 

consisted of explanations of both the 

psychological and gastrointestinal mechanisms 

of the generation of functional dyspepsia 

symptoms and the effects of flupentixol-

melitracen plus omeprazole treatment. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new RCT evidence is consistent with 

recommendation 1.1.24, to offer patients 

information about medicines before the 

medicines are prescribed. 

New evidence is unlikely to impact on the 
guideline.  

 

 Does shared understanding of the diagnosis (need for 76 – 06

treatment/symptoms) increase shared decision making (SDM)?   

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-04 and 76-05 

Surveillance decision 

No new information was identified at any surveillance review. 

 

http://www.nhs.uk/
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 How can a practitioner detect whether a patient agrees/disagrees with 76 – 07

recommendation to take medicines?   

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-01 and 76-04. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 How can practitioners elicit patient’s preferences for involvement in 76 – 08

decisions about medicines?  

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-01 and 76-04. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
 3

 (115 studies) examined 

patient preferences for shared decisions and 

found that patient role preferences varied 

across measures, time and patient population. 

A practice implication identified was that the 

role preference measure itself must be 

considered when interpreting patient responses 

to a measure or question about a patient's 

preference for decision roles. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence from the previous surveillance 

review is consistent with CG76 

recommendations in section 1.1 on patient 

involvement in decisions about medicines. 

New evidence is unlikely to impact on the 
guideline.  

 

 What tools are available to support the patient in reaching an informed 76 – 09

decision?  

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-05. 
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Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
4
 (118 RCTs) of decision 

aids for patients found that only a small fraction 

of the available decision aids were 

systematically developed and have been 

subject to systematic evaluation. 

8-year surveillance summary 

An RCT
5
 (n=225) found that the use of a 

patient decision aid (PDA) specific to type 2 

diabetes resulted in significant improvements in 

knowledge, decisional conflict and decisional 

self-efficacy. Decisional conflict scores after 

PDA use were within the range that correlates 

with effective decision-making.  

An RCT
6
 (n=117 clinicians, n=301 patients) of 

adults with moderate to severe depression 

considering treatment with an antidepressant 

found that the Depression Medication Choice 

decision aid significantly improved patients' 

decisional comfort, knowledge, satisfaction, 

and involvement. However, there was no 

significant difference in medicines adherence. 

An RCT
7
 (n=500 nurses, 7919 patients) 

assessed the outcomes of a clinical decision 

support (CDS) intervention designed for home 

care patients with high medication regimen 

complexity. No statistically significant 

differences were found in the intention to treat 

analysis. Findings indicated that CDS use was 

limited, restricting the impact of the intervention 

overall. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new and previous surveillance evidence on 

patient decision aids is inconclusive and is 

unlikely to impact on CG76, which does not 

make recommendations on specific decision 

aids. Further evaluation studies are required 

before specific decision aids can be 

recommended in the guideline. 

New evidence is unlikely to impact on the 
guideline.  

 

 Information about medicines for patients in order to enhance SDM in 76 – 10

regard to medicines?  

Subquestion 

What information about medicines should be provided for patients in order to enhance SDM in regard to 

medicines?  

How can information about medicines be provided for patients in order to enhance SDM in regard to 

medicines  

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-05. 

Surveillance decision 

This review question should not be updated. 
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2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

No relevant evidence was identified. 

8-year surveillance summary 

An RCT
2
 (n=262) found that clinician-patient 

communication improved adherence to 

psychoactive drugs in functional dyspepsia 

patients with psychological symptoms. The 

intervention consisted of explanations of both 

the psychological and gastrointestinal 

mechanisms of the generation of functional 

dyspepsia symptoms and the effects of 

flupentixol-melitracen plus omeprazole 

treatment. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new RCT evidence is consistent with 

recommendation 1.1.24, to offer patients 

information about medicines before the 

medicines are prescribed. 

New evidence is unlikely to impact on the 
guideline.  

 

 Which are the specific/practical barriers and facilitators for individuals 76 – 11

to allow them to engage in shared decision making? 

Subquestion 

How can a health care professional (HCP) identify these barriers and facilitators?  

Is there a way of doing this so intervention can be targeted? 

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-01 and 76-04. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
8
 (21 studies) aimed to 

identify barriers and enablers that may 

influence a patient's decision to cease a 

medication. The findings indicated that the 

decision to stop a medication by an individual is 

influenced by multiple competing barriers and 

enablers. The most common barrier/enabler 

identified was 'appropriateness' of cessation. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence from previous surveillance was 

considered consistent with CG76 

recommendations in section 1.1 on patient 

involvement in decisions about medicines.  

 

New evidence is unlikely to impact on the 
guideline.  
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 Do interventions to increase patient involvement increase length of the 76 – 12

consultation?  

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-03 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
9
 (43 studies) examined 

interventions for providers to promote a patient 

centred approach to clinical consultations, 

including shared decision making. Pooled 

analysis of fewer than half of included studies 

with adequate data suggested moderate 

beneficial effects from interventions on the 

consultation process; and mixed effects on 

behaviour and patient satisfaction, with small 

positive effects on health status. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence from previous surveillance was 

considered to be consistent with CG76 

recommendations in section 1.1 on increasing 

patient involvement in decisions about 

medicines. 

New evidence is unlikely to impact on the 
guideline.  

 

 What ‘aspects’ of consultation style increase patient involvement in 76 – 13

decision-making?  

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-03. 

Surveillance decision 

No new information was identified at any surveillance review. 
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 What are the skills and competencies required from HCPs to deliver 76 – 14

interventions designed to increase SDM about medicines?  

Recommendations derived from this question 

1.1.6 Be aware that the consultation skills needed for increasing patient involvement can be improved. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
10

 (21 studies) evaluated 

the effectiveness of interventions to improve 

health professionals' adoption of shared 

decision making in routine clinical practice, as 

seen by patients. Only three of the 21 studies 

reported a clinically significant effect for the 

primary outcome that favoured the intervention. 

These interventions included educating health 

professionals about sharing decisions with 

patients and patient-mediated interventions, 

such as patient decision aids. 

8-year surveillance summary 

An RCT
11

 (n=26 providers) assessed the 

effectiveness of one-hour communication skills 

training, based on motivational interviewing 

principles, in improving the quality of 

communication about medication adherence. 

Results showed that the intervention improved 

provider communication behaviours and 

increased dialogue regarding medication 

adherence.  

An RCT
12

 (n=25) found that GPs valued 

counselling training and support tools. Although 

implementation was sometimes challenging, 

GPs reported increased frequency of use and 

confidence in applying adherence counselling 

skills, which persisted for 17 months over the 

study duration. Patients reported good GP 

empathy but no significant change in 

adherence barriers. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new and previous surveillance evidence is 

consistent with CG76 recommendations in 

section 1.1 on increasing patient involvement in 

decisions about medicines. In particular 

recommendation 1.1.6 advises awareness that 

the consultation skills needed for increasing 

patient involvement can be improved. The 

evidence identified through surveillance is 

consistent with that recommendation.  

New evidence is unlikely to impact on the 
guideline.  

 

Supporting adherence 

 How common is non-adherence?  76 – 15

Subquestion 

What is the correlation between increasing adherence and clinical benefit? 

What are the main causes of non-adherence? 

Is adherence worse in vulnerable groups, if so which ones? 

https://www.nice.org.uk/guidance/cg76/chapter/1-Guidance#supporting-adherence
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Recommendations derived from this question 

Assessing adherence 

Patients do not always take their medicines exactly as prescribed, and healthcare professionals are 

often unaware of how patients take their medicines. The purpose of assessing adherence is not to 

monitor patients but rather to find out whether patients need more information and support. 

1.2.1  Recognise that non˗adherence is common and that most patients are non˗adherent 

sometimes. Routinely assess adherence in a non˗judgemental way whenever you prescribe, 

dispense and review medicines.  

1.2.2  Consider assessing non-adherence by asking the patient if they have missed any doses of 

medicine recently. Make it easier for them to report non˗adherence by: 

 asking the question in a way that does not apportion blame  

 explaining why you are asking the question 

 mentioning a specific time period such as 'in the past week' 

 asking about medicine-taking behaviours such as reducing the dose, stopping and 

starting medicines.  

1.2.3  Consider using records of prescription re˗ordering, pharmacy patient medication records and 

return of unused medicines to identify potential non˗adherence and patients needing 

additional support. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

A study
13

 aimed to offer an indirect measure of 

patient welfare based on whether patients 

comply with the prescription they receive. They 

concluded that both the theoretical and 

empirical results suggest that, for comparable 

clinical efficacy and toxicity levels, a higher 

adherence level is associated with higher 

patient welfare, thus adding valuable 

information to conclusions drawn by a mere 

biostatistical analysis. Therefore, from the 

perspective of the patient, the adherence-

enhancing drug must be favoured. 

A study
14

 investigated the relationship between 

five-factor model personality factors 

(Conscientiousness, Neuroticism, 

Agreeableness, Extraversion, and Openness) 

and medication non-adherence among older 

participants during a six-year randomised 

placebo-controlled trial. The authors concluded 

that neuroticism was associated with 

medication non-adherence over 6 years of 

follow-up in a large sample of older RCT 

participants. Personality measurement in 

clinical and research settings might help to 

identify and guide interventions for older adults 

at risk for medication non-adherence. 

In terms of factors causing non-adherence, 

several factors were identified such as 

population and disease characteristics, 

neuroticism, and people from different culturally 

and linguistically diverse (CALD) backgrounds 

but nothing new was identified that had not 

already been included in the guideline with 

recommendations already covering these 

areas. 

6-year surveillance summary 

A review of systematic reviews
15

 (51 reviews) 

on determinants of patient adherence identified 

771 individual factor items, of which most were 

determinants of implementation, and only 47-

determinants of persistence with medication. 

Factors with an unambiguous effect on 

adherence were further grouped into 8 clusters 

of socio-economic-related factors, 6 of 

healthcare team- and system-related factors, 6 

of condition-related factors, 6 of therapy-related 

factors, and 14 of patient-related factors. The 

lack of standardised definitions and use of poor 

measurement methods resulted in many 

inconsistencies.  

A systematic review
16

 (30 studies) found limited 

evidence of an absence of longitudinal 

association between psychosocial factors and 

non-adherence to chronic preventive 



Surveillance proposal consultation document September 2016 – Medicines adherence. 
(2009) NICE guideline CG76 14 of 49 

maintenance medication. The strength of 

evidence for the review's findings is limited by 

the low quality of included studies. 

A systematic review
17

 found that depression is 

associated with poor adherence to medication 

across a range of chronic diseases. The 

association was similar across disease types 

but was not as strong among studies that used 

pharmacy records compared to self-report and 

electronic cap measures. 

A systematic review
18

 (60 studies) examined 

the association of alcohol consumption with 

non-adherence to medications for four chronic 

diseases (HIV, diabetes, hypertension and 

depression). Most studies reported significant 

effect sizes of an association of alcohol 

consumption with non-adherence, and 

indicated an association, including 6 of the 7 

highest quality studies. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

It was considered that the identified evidence at 

the 2 year review, on personality, population 

and disease characteristic factors, was 

consistent with the existing guideline 

recommendations. 

The evidence at the 6 year surveillance review 

related to determinants of patient adherence, 

the association between psychosocial factors 

and non-adherence to chronic preventive 

medication, association between depression 

and non-adherence, and the association 

between alcohol consumption and non-

adherence to medication for chronic diseases.  

The evidence, although weakened by the 

variable quality of included studies, was 

considered consistent with the evidence 

included in the full guideline of NICE CG76 in 

section 5.3 Barriers and facilitators for 

individuals in medicines taking, and section 7 

Assessment of adherence. 

New evidence is unlikely to impact on the 
guideline.  

 

 What is the influence of side effects on adherence?  76 – 16

Recommendations derived from this question 

1.1.13  Accept that patients may have different views from healthcare professionals about the 

balance of risks, benefits and side effects of medicines. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 Which are the specific/practical barriers and facilitators for individuals 76 – 17

in medicine taking  

Subquestion 

How can Health care professionals (HCP) identify these barriers and facilitators? 

Is there a way of doing this so intervention can be targeted? 

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-04 and 76-15. 
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Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

Cultural and linguistic diversity 

A study
19

 evaluated the impact of interventions 

to improve medication adherence in people of 

culturally and linguistically diverse (CALD) 

backgrounds through a systematic review and 

meta-analysis. The authors concluded that 

relatively little high-quality work has been 

conducted on adherence-enhancing 

interventions for people of CALD backgrounds. 

Greater attention needs to be given to 

examining the needs of specific CALD 

population groups. Future researchers should 

consider rigorously testing interventions that 

take into account the enormous diversity and 

differences that exist within any particular 

CALD group. 

It was considered that the identified evidence 

was consistent with the existing guideline 

recommendations. 

6-year surveillance summary 

Older adults with cognitive impairment 

A systematic review
20

 (10 studies) examined 

barriers to medication adherence in cognitively 

impaired older adults and interventions aimed 

at improving medication adherence. Unique 

barriers to adherence included understanding 

new directions, living alone, scheduling 

medication administration into the daily routine, 

using potentially inappropriate medications, 

and uncooperative patients. One study 

improved adherence through telephone and 

televideo reminders at each dosing interval. 

However, the results of the review are limited 

by reviewing only published articles, missing 

barriers or interventions due to lack of 

subgroup analysis, and study selection and 

extraction completed by 1 reviewer. 

Health literacy 

A systematic review
21

 found that there is a 

small statistically significant and positive 

association between health literacy and 

medication adherence. 

A systematic review
22 

investigated the 

association between health literacy and non-

adherence and identified factors that may 

influence that relationship. Factors that 

contribute to non-adherence were categorised 

into patient related factors, including patient 

beliefs; medication related factors; logistical 

factors; and factors around the patient-provider 

relationship. Only a small proportion of studies 

that investigated the relationship between non-

adherence and health literacy, found clear 

evidence of a relationship. Research on 

possible mechanisms relating health literacy to 

non-adherence suggest that disease and 

medication knowledge are not sufficient for 

addressing non-adherence while self-efficacy is 

an important factor. 

8-year surveillance summary 

Health literacy 

A systematic review 
23

 (220 studies) found that 

health literacy was positively associated with 

medication and non-medication adherence, 

and that health literacy interventions increased 

both health literacy and adherence outcomes. 

Health literacy interventions had a greater 

effect on adherence in samples of lower 

income and of racial-ethnic minority patients 

than in non-minority and higher income 

samples, but the statistical significance of this 

was not reported. 

Employment status 

A systematic review
24

 (28 studies) found a 

significant association between antiretroviral 

therapy adherence and employment status 

among people infected with human 

immunodeficiency virus (HIV). The association 

was significant for studies from low-income 

countries and high-income countries but not 

middle-income countries. 

Other barriers 

A secondary analysis of an RCT
25

 (n=341) 

evaluated the prevalence and predictors of 

postdischarge primary nonadherence (not 

completing new prescriptions) in patients who 

received discharge medication counselling by a 

pharmacist. Patients who were living alone 

were less likely to adhere compared to those 

who were married or cohabitating. Patients who 

were discharged with greater than 10 

medications were also more likely to 

demonstrate primary nonadherence, as were 

patients with lower incomes. 
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Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new and previous surveillance evidence is 

consistent with the evidence included in CG76 

on barriers and facilitators for individuals in 

medicine taking, which highlights the varied 

practical and perceptual barriers that exist. 

New evidence is unlikely to impact on the 
guideline.  

 

 How can HCP tailor information to specific patient groups – cognitive 76 – 18

capacity, cultural groups?  

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-01 and 76-05. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 What are the needs of carers/families in affecting adherence?  76 – 19

Recommendations derived from this question 

1.1.18 Encourage and support patients, families and carers to keep an up˗to˗date list of all medicines 
the patient is taking. The list should include the names and dosages of prescription and non˗prescription 
medicines and herbal and nutritional supplements. If the patient has any allergic or adverse reactions to 
medicines, these should be noted. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 Is medicine taking altered by the purpose of medicine (i.e. 76 – 20

symptomatic, preventive etc.)?   

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-15. 

Surveillance decision 

No new information was identified at any surveillance review. 
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 How do patients’ beliefs about medicines and HCP influence 76 – 21

adherence?  

Recommendations derived from this question 

Interventions to increase adherence 

1.2.4  If a patient is not taking their medicines, discuss with them whether this is because of beliefs 

and concerns or problems about the medicines (intentional non˗adherence) or because of 

practical problems (unintentional non˗adherence). 

 

See also review question 76-04. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
26 

(94 studies) assessed 

the Necessity-Concerns Framework model of 

beliefs and concerns in explaining non 

adherence to prescribed medicines. Across 

studies, higher adherence was associated with 

stronger perceptions of necessity of treatment 

and fewer concerns about treatment. These 

relationships remained significant when data 

were stratified by study size, the country in 

which the research was conducted and the 

type of adherence measure used. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence identified at the previous 

surveillance was considered to be consistent 

with CG76 recommendation 1.1.19 which 

advises awareness that patients' concerns 

about medicines, and whether they believe 

they need them, affect how and whether they 

take their prescribed medicines. 

New evidence is unlikely to change guideline 
recommendations. 

 

 How can HCP elicit patients’ beliefs affecting non-adherence?   76 – 22

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-21. 

Surveillance decision 

No new information was identified at any surveillance review. 
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 Which interventions are effective in increasing adherence? (content of 76 – 23

interventions, how delivered and who delivers them)   

Recommendations derived from this question 

Interventions to increase adherence 

Patients may need support to help them make the most effective use of their medicines. This support 

may take the form of further information and discussion, or involve practical changes to the type of 

medicine or the regimen. Any interventions to support adherence should be considered on a 

case˗by˗case basis and should address the concerns and needs of individual patients. 

 

1.2.4  If a patient is not taking their medicines, discuss with them whether this is because of beliefs 

and concerns or problems about the medicines (intentional non˗adherence) or because of 

practical problems (unintentional non˗adherence). 

1.2.5  Be aware that although adherence can be improved, no specific intervention can be 

recommended for all patients. Tailor any intervention to increase adherence to the specific 

difficulties with adherence the patient is experiencing. 

1.2.6  Find out what form of support the patient would prefer to increase their adherence to 

medicines. Together, you and your patient should consider options for support. 

1.2.7  Address any beliefs and concerns that patients have that result in reduced adherence. 

1.2.8  Because evidence supporting interventions to increase adherence is inconclusive, only use 

interventions to overcome practical problems associated with non-adherence if a specific 

need is identified. Target the intervention to the need. Interventions might include: 

 suggesting that patients record their medicine˗taking 

 encouraging patients to monitor their condition 

 simplifying the dosing regimen 

 using alternative packaging for the medicine 

 using a multi˗compartment medicines system. 

1.2.9  Side effects can be a problem for some patients. If this is the case you should: 

 discuss how the patient would like to deal with side effects 

 discuss the benefits, side effects and long˗term effects with the patient to allow them to 

make an informed choice 

 consider adjusting the dosage 

 consider switching to another medicine with a different risk of side effects 

 consider what other strategies might be used (for example, timing of medicines). 

1.2.10  Ask patients if prescriptions charges are a problem for them. If they are, consider possible 

options to reduce costs.  

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

Cultural and linguistic specific interventions 

A study
19

 evaluated the impact of interventions 

to improve medication adherence in people of 

culturally and linguistically diverse (CALD) 

backgrounds through a systematic review and 

meta-analysis. The authors concluded that 

relatively little high-quality work has been 

conducted on adherence-enhancing 

interventions for people of CALD backgrounds. 
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Greater attention needs to be given to 

examining the needs of specific CALD 

population groups. An additional conclusion 

was that future researchers should consider 

rigorously testing interventions that take into 

account the enormous diversity and differences 

that exist within any particular CALD group. 

Interventions for older adults 

A study
27

 explored the range and nature of 

medication adherence interventions tested with 

older adults. They concluded that gaps were 

noted in addressing memory aids and self-

monitoring strategies; further development of 

interventions addressing medication and 

administration factors influencing adherence 

are also needed. Identified interventions are 

geared toward self-medicating patients and fail 

to address caregivers administering 

medications. Finally, interventions do little to 

address variations in patterns of adherence 

among older adults. 

General interventions for adherence  

A review
28

 summarised the results of 

randomised controlled trials of interventions to 

help patients follow prescriptions for 

medications for medical problems, including 

mental disorders but not addictions. The 

authors concluded that for short-term 

treatments several quite simple interventions 

increased adherence and improved patient 

outcomes, but the effects were inconsistent 

from study to study with less than half of 

studies showing benefits. Current methods of 

improving adherence for chronic health 

problems are mostly complex and not very 

effective, so that the full benefits of treatment 

cannot be realised. No new intervention was 

identified to reduce non-adherence from the 

studies identified. 

A study
29

 looked at the existing reviews of 

adherence to interventions and identified the 

underlying theories for effective interventions. 

They concluded that there is a scarcity of 

comparative studies explicitly contrasting 

theoretical models or their components. The 

relative weight of these theories and the 

effective components in the interventions 

designed to improve adherence, were 

recommended for assessment in future studies. 

6-year surveillance summary 

Internet based interventions 

A systematic review
30

 (13 studies) investigated 

whether tailored internet interventions are 

effective in improving medication adherence. 

Data synthesis revealed that there is evidence 

for the effectiveness of internet interventions in 

improving medication adherence: 5 studies (3 

high-quality studies and 2 low-quality studies) 

showed a significant effect on adherence; 6 

other studies (4 high-quality studies and 2 low-

quality studies) reported a moderate effect on 

adherence; and 2 studies (1 high-quality study 

and 1 low-quality study) showed no effect on 

patients' adherence. However, most studies 

used self-reported measurements to assess 

adherence, which is generally perceived as a 

low-quality measurement. There was also large 

variation in the measured interval between 

baseline and follow-up measurements, which 

weakens the impact of the findings. 

Social support 

A systematic review
31

 (50 studies) evaluated 

the association between social support and 

medication adherence. A greater degree of 

practical support was most consistently 

associated with greater adherence to 

medication; evidence for structural or emotional 

support was weaker. However, most studies 

were limited in size and design, which 

precluded pooling of results and weakened the 

impact of the evidence. 

A systematic review
32

 (79 studies) identified 

and compared the efficacy of strategies to 

improve implementation of prescribed drug 

dosing regimens and maintain long-term 

persistence. The evidence indicated that 

feedback to the patients of their recent dosing 

history and cognitive-educational interventions 

are potentially effective approaches to enhance 

patient adherence to medications. The 

statistical heterogeneity among the studies 

identified, and potential publication bias may 

limit the strength of the findings. 

A systematic review
33

 (26 studies) investigated 

cognitive-based behaviour change techniques 

as interventions to improve medication 

adherence. Cognitive-based behaviour change 

techniques were found to be effective. The 

most commonly used intervention was 

motivational interviewing, but other studies 

used techniques such as aiming to increase the 

patient's confidence and sense of self-efficacy, 

encouraging support-seeking behaviours and 

challenging negative thoughts. Interventions 

were most commonly delivered from 

community-based settings by routine 

healthcare providers such as general 

practitioners and nurses. Subgroup analyses 
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suggested that these interventions are 

amenable to use across different populations 

and in differing manners without loss of 

efficacy. 

A systematic review
34

 of cost effectiveness of 

medication adherence-enhancing interventions 

found that 4 of 14 included studies showed 

incremental cost-effectiveness ratios (ICERs) 

below the willingness-to-pay threshold. Few 

studies seemed to evaluate interventions that 

successfully changed adherence, indicating 

that proven-effective adherence programmes 

should be subjected to comprehensive 

economic evaluations.  

A systematic review
35

 (62 studies) assessed 

the effectiveness of patient, provider, and 

systems interventions or policy interventions in 

improving medication adherence for various 

chronic health conditions. The most consistent 

evidence of improvement in medication 

adherence was found for interventions that 

reduced out-of-pocket expenses or improved 

prescription drug coverage, case management, 

and educational interventions across clinical 

conditions. 

A systematic review
36

 (14 studies) found limited 

evidence for impact of approaches to optimise 

the continuity of care in medication 

management upon hospital admission. The 

evidence was weakened due to most studies 

having important methodological limitations and 

being underpowered to show significant 

benefits on clinical outcomes. 

Nurse-led interventions 

A systematic review
37

 (10 studies) found that 

nurse-led interventions enhanced adherence to 

chronic medication. Counselling, given face-to-

face, in groups or via electronic messages, was 

the intervention most frequently assessed as 

effective. 

A systematic review
38

 (13 studies) found that 

devices with dose-memory and combined 

dose-memory and dose-reminder functions 

were found to improve self-reported and 

electronically monitored treatment adherence in 

chronic conditions. The ability of the devices to 

provide dose-history information and active 

medication reminders was considered valuable 

in disease management by patients, 

caregivers, and HCPs. The devices were found 

to enhance patients' confidence in, and 

motivation to manage their medication and 

condition, and help reduce forgotten or 

incorrect medication dosing. 

An updated systematic review
39

 (182 studies, 

109 new) of interventions for enhancing 

medication adherence found that effects were 

inconsistent from study to study, and only a 

minority of lowest risk of bias RCTs improved 

both adherence and clinical outcomes. The 

RCTs at lowest risk of bias generally involved 

complex interventions with multiple 

components, trying to overcome barriers to 

adherence by means of tailored ongoing 

support from allied health professionals such 

as pharmacists, who often delivered intense 

education, counselling (including motivational 

interviewing or cognitive behavioural therapy by 

professionals) or daily treatment support (or 

both), and sometimes additional support from 

family or peers.  

An updated systematic review of systematic 

reviews
40

 (75 reviews) of interventions to 

improve safe and effective medicines use by 

consumers was identified. For most outcomes, 

medicines self-monitoring and self-

management programmes were found to be 

effective in improving medicines use, 

adherence, adverse events and clinical 

outcomes. However, some participants were 

unable to complete these interventions, 

suggesting they may not be suitable for 

everyone. Other interventions to improve 

adherence were simplified dosing regimens, 

interventions involving pharmacists in 

medicines management, such as medicines 

reviews and pharmaceutical care services. The 

limitations of the available literature due to the 

lack of evidence for important outcomes and 

important populations, such as people with 

multimorbidity, should also be considered in 

practice and policy decisions. 

Prescribing and polypharmacy for older people 

A systematic review
41

 (8 studies) found no 

effect of interventions to optimise prescribing 

for older people living in care homes on any of 

the primary outcomes of the review (adverse 

drug events, hospital admissions and mortality). 

There was some evidence that the 

interventions led to the identification and 

resolution of medication-related problems. 

There was evidence from two studies that 

medication appropriateness was improved. The 

evidence for an effect on medicine costs was 

equivocal. 

An updated systematic review
42

 (12 studies, 2 

new) found conflicting evidence on whether 

interventions to improve appropriate 

polypharmacy for older people, such as 



Surveillance proposal consultation document September 2016 – Medicines adherence. 
(2009) NICE guideline CG76 21 of 49 

pharmaceutical care, resulted in clinically 

significant improvement. However, the findings 

indicated benefit in terms of reducing 

inappropriate prescribing. 

8-year surveillance summary 

Electronic monitoring and dispensing 

An RCT
43

 (n=80) examined the effect of using 

an electronic monitoring drug dispensing 

device (EMD) to improve adherence and 

compliance. The EMD was found to increase 

compliance, defined as the degree to which 

patients follow medical advice and take their 

medications. However, this was not measured 

for the control group and therefore no statistical 

significance was reported. Adherence was not 

reported as an outcome, but patients were 

monitored for 1 year regarding outpatient 

follow-up visits, emergency hospitalisations, 

renal biopsies, rejection episodes, renal 

function, and blood concentration of 

medications. The number of missed doses 

varied significantly by weekday. Non-significant 

differences were found for the other outcomes. 

Health education 

An RCT
44

 (n=682) examined a health education 

intervention for improving drug adherence in 

patients with overactive bladder (OAB). The 

intervention consisted of four education 

sections: understanding OAB disease, dietary 

control, bladder training and understanding 

anticholinergics. The intervention was not 

effective in increasing drug persistence in OAB 

patients on anticholinergics, defined as a gap 

of less than 30 days between successive 

prescription pills. 

An RCT
45

 (n=100) found that medication-

specific education, comprising watching a video 

and receiving written information about the 

medication prescribed, did increase knowledge 

of the prescribed therapy but did not improve 

adherence or treatment outcome. 

An RCT
46

 (n=80) found that a patient 

information leaflet (apart from oral counselling), 

and instructions that were reinforced by a 

telephone call within 15 days of treatment 

onset led to significantly better adherence to 

treatment. This effect was only observed in the 

first month of treatment. 

Shared decision making 

A systematic review 
47

 (11 studies) found that 

for people with psychosis the implementation of 

shared treatment decision-making had small 

beneficial effects on indices of treatment-

related empowerment. However, the sample 

sizes of included studies were not reported in 

the abstract. 

An RCT
48

 (n=334) evaluated the efficacy of two 

different methods aimed at improving 

adherence and persistence through greater 

patient involvement, for patients with 

osteoporosis. The methods involved reminders 

and follow up educational meetings. There 

were no significant differences regarding 

medicines adherence from the additional 

interventions. 

Social support 

An RCT
49

 (n=216) found that joining an online 

social support community did not improve 

adherence to preventer medication for asthma 

patients. 

Two RCTs
50

 (n=201 and n = 200) found that 

interventions based on social forces did not 

improve medication adherence versus control 

over a 3-month period for cardiovascular 

disease management among adults with 

diabetes. The different interventions involved 

weekly messages in which that participant's 

statin adherence was compared to that of other 

participants, weekly summaries of that 

participant's statin adherence, and a partner 

person to receive reports about that 

participant's adherence at various frequencies. 

Directly observed therapy (DOT) 

A systematic review
51

 (11 trials n=5662) 

investigated DOT to improve adherence by 

requiring health workers, community volunteers 

or family members to observe and record 

tuberculosis patients taking each dose. Results 

showed that DOT did not provide improve 

adherence in tuberculosis treatment. 

Mobile telephone technology 

An RCT
52

 (n=174) found that an interactive 

smartphone application patient support tool 

significantly improved patient-registered drug 

adherence among patients with myocardial 

infarction.  

General interventions for adherence  

An RCT
53

 (n=66) found that eight individual 

interventional sessions accompanying routine 

treatment resulted in a significant improvement 

in medicines adherence in haemodialysis 

patients. The content of the sessions was not 

reported in the abstract, however. 

A systematic review
54

 (8 studies n=3336) found 

evidence that adherence interventions led to 
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modest improvements in adherence to smoking 

cessation medication through providing 

information and facilitating problem-solving, 

though the evidence for this was not strong and 

was limited in both quality and quantity. 

A systematic review
55

, (141 n=23,318) found 

significant improvements in patient-centred 

outcomes after medication adherence 

interventions. Of specific symptoms analysed 

(depression, anxiety, pain, energy/vitality, 

cardiovascular, and respiratory), only anxiety 

failed to show a significant improvement after 

medication adherence interventions. None of 

the interventions were described in the 

abstract, however. 

A systematic review
56

 (218 reports n=151,182 

subjects) found that interventions targeted to 

healthcare providers significantly improved 

patient medication adherence. Interventions 

were more effective when they included 

multiple strategies. Specific interventions were 

not reported in the abstract, however. 

A systematic review
57

 (53 reports n=8243) 

found that interventions targeting individuals 

with medication adherence problems had 

modest but significant effects on medication-

taking behaviour. The findings supported the 

use of behavioural strategies such as prompts 

and linking medications to habits to increase 

medication adherence in adults with adherence 

challenges. Face-to-face interventions were 

found to be of benefit for patients who have 

experienced past problems with medication 

adherence. 

A systematic review
58

 (16 studies n=10,706 

patients) found that interventions to improve 

adherence to multiple cardiovascular 

medications in a coronary heart disease 

population significantly improved the odds of 

being adherent. There were no significant 

differences based on intervention type 

(complex vs simple), components categories 

and adherence method. 

An economic evaluation 
59

 of strategies for 

improving adherence to antiepileptic drugs 

found support, based on the findings of a 

systematic review, for the cost effectiveness of 

a self-directed, implementation intention 

intervention for improving adherence. However, 

the authors emphasised that there is 

considerable uncertainty surrounding the 

clinical effectiveness of the intervention and 

recommended a substantive trial for a more 

definitive conclusion. 

A systematic review 
60

 (18 studies) found that 

interventions improved medication adherence 

in bipolar disorder. However, limitations in 

intervention and study design and reporting 

prevented assessment of which elements of 

adherence support are most effective.  

Pharmacist led interventions 

An RCT
61

 (n = 532) investigated the 

effectiveness of a multifaceted pharmacist 

intervention in a hospital setting to improve 

medication adherence in hypertensive patients. 

Motivational interviewing was a key element of 

the intervention. The results showed a 

sustained improvement in medication 

adherence, but not in clinical outcomes. 

An RCT
62

 (n=150) found that a home based, 

pharmacist-led patient education intervention 

resulted in a significant increase in the 

participants' levels of knowledge about type 2 

diabetes mellitus and medication adherence in 

the home-based intervention group. 

Significantly lower glycated haemoglobin levels 

were also observed among the home-based 

intervention group following the intervention. 

Nursing interventions 

A secondary analysis of an RCT
63

 (n=203) 

found that an emergency department-based 

nursing intervention did not result in any 

improvement in medication adherence 30 days 

after emergency room discharge. The 

intervention included one nurse patient 

encounter before discharge and two phone 

calls in the 10 days after discharge. 

Caregiver interventions 

An RCT
64

 (n=369) found that automated 

feedback to caregivers of chronic heart failure 

patients significantly improved caregiving strain 

and depression, and also increased most 

caregivers engagement in self-care. 

Topic expert feedback 

Topic expert feedback at the previous 

surveillance review points indicated new 

developments in the following areas: 

 There has been a growth in wireless 

technology to help monitor adherence and 

prompt medication taking. Several systems 

are currently available. 

 There has been research in several areas 

regarding financial incentives for patients to 

take medication or comply with medication 

monitoring. 
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 Medicines optimisation since the 

development of guideline featured 

prominently and must be considered in the 

light of the key pharmacological and other 

interventions.   

No evidence was cited for these areas. 

A systematic review
65

 (4 studies) was cited on 

the effectiveness of adherence therapy 

(including cognitive behavioural therapy, 

psycho-education, and motivational 

interviewing) on the medication adherence of 

patients with schizophrenia. The findings 

showed that adherence therapy did not appear 

to improve patients' medication adherence in 

comparison to treatment as usual or a control 

intervention. However, all the studies reviewed 

showed high-adherence ratings at baseline and 

further studies are needed to fully assess its 

effectiveness. 

There was conflicting topic expert feedback 

relating to interventions at the current 8-year 

surveillance review. Some feedback indicated 

that small studies of various interventions were 

insufficient to impact on the guideline. Other 

feedback indicated that sufficient relevant 

studies have been published since the 

guideline to justify an update. Additional topic 

expert feedback indicated that emergent new 

technology approaches are likely to have 

different cost benefit profiles to traditional 

approaches, so that this area is probably 

worthwhile reviewing. However, no studies 

were cited. 

Impact statement 

CG76 recommendation 1.2.5 states that no 

specific intervention can be recommended for 

all patients. Recommendation 1.2.8 states that 

because evidence supporting interventions to 

increase adherence is inconclusive, 

interventions should only be used to overcome 

practical problems associated with 

non˗adherence if a specific need is identified. 

Interventions should be targeted to the need. 

The new and previous evidence identified 

through the surveillance is also inconclusive 

and therefore consistent with this 

recommendation. Interventions which could 

potentially impact on CG76 with future high 

quality evidence are:  

 caregiver interventions 

 case management 

 electronic monitoring drug dispensing 

device 

 financial incentives 

 practical social support  

 improved prescription drug coverage 

 educational and cognitive behaviour 

interventions 

 devices with dose-memory and combined 

dose-memory and dose-reminder functions 

 nurse-led and pharmacist-led interventions 

 complex interventions with multiple 

components 

 medicines self-monitoring and self-

management programs 

 shared decision making 

 tailored Internet interventions 

 wireless technology, including smartphone 

applications 

The new evidence on directly observed therapy 

does not support its use in increasing 

adherence. 

The evidence at the 6 year review on 

optimising prescribing and polypharmacy for 

older people was considered to be inconclusive 

and the research recommendation remains 

ongoing.  

The new evidence is also relevant to Medicines 

optimisation NICE guideline NG5 which 

includes a more detailed section on medicines 

review with specific reference to polypharmacy 

and older people (recommendation 1.4.1). 

The areas highlighted by clinical feedback will 

continue to be monitored for new evidence at 

the next surveillance review point. 

New evidence is unlikely to impact on the 
guideline.  

 

 

https://www.nice.org.uk/guidance/ng5
https://www.nice.org.uk/guidance/ng5
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 Does change in dosing regime affect adherence?   76 – 24

Recommendations derived from this question 

See 76-23 recommendation 1.2.8 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
66

 (51 studies) on the effect 

of scheduled dosing frequency on medication 

adherence in patients with chronic diseases 

found that patients were more adherent with 

once-daily compared with more frequently 

scheduled medication regimens. The use of 

more stringent definitions of adherence 

magnified these findings. 

A systematic review
67

 (43 studies) assessed 

the impact of reduced frequency of oral 

therapies from multiple-dosing schedules to a 

once-daily (OD) dosing schedule on 

adherence, compliance, persistence, and 

associated economic impact. The overall 

results indicated that OD schedules were 

associated with higher adherence rates. From a 

health economic perspective, higher adherence 

rates with OD relative to multiple dosing in a 

number of conditions were consistently 

associated with corresponding lower costs of 

health care resource utilisation. 

8-year surveillance summary 

A systematic review
68

 (7 studies) found that 

once weekly dosing was associated with better 

adherence levels and greater odds of being 

adherent compared with OD dosing in patients 

with osteoporosis. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence identified at the current and 

previous surveillance reviews is consistent with 

CG76 recommendation 1.2.8 which states that 

simplifying the dosing regimen is one possible 

intervention to overcome practical problems 

associated with non-adherence if a specific 

need is identified. 

New evidence is unlikely to impact on the 
guideline.  

 

 Do prescription costs/charges affect adherence/how do patients 76 – 25

handle cost issues?   

Recommendations derived from this question 

1.2.10  Ask patients if prescriptions charges are a problem for them. If they are, consider possible 

options to reduce costs.  

Surveillance decision 

This review question should not be updated. 
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2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
69

 (160 studies) assessed 

the relationship between patient cost sharing, 

medication adherence and outcomes. Of the 

articles that evaluated the relationship between 

changes in cost sharing and adherence, 85% 

showed that an increasing patient share of 

medication costs was significantly associated 

with a decrease in adherence. For articles that 

investigated the relationship between 

adherence and outcomes, the majority noted 

that increased adherence was associated with 

a statistically significant improvement in 

outcomes. 

A systematic review and meta-analysis
70

 (7 

studies, n=199,996) found a significantly 

increased risk of non-adherence, measured by 

objective measures, to medicines in publicly 

insured populations where co-payments for 

medicines are necessary. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence identified at the 6 year review 

was considered to be consistent with CG76 

recommendation 1.2.10 which advises asking 

patients if prescriptions charges are a problem 

for them and, if they are, to consider possible 

options to reduce costs. 

New evidence is unlikely to impact on the 
guideline.  

 

 Does drug formulation/packaging affect adherence?  76 – 26

Recommendations derived from this question 

1.2.8 Because evidence supporting interventions to increase adherence is inconclusive, only use 

interventions to overcome practical problems associated with non˗adherence if a specific 

need is identified. Target the intervention to the need. Interventions might include: 

 suggesting that patients record their medicine˗taking 

 encouraging patients to monitor their condition 

 simplifying the dosing regimen 

 using alternative packaging for the medicine 

 using a multi˗compartment medicines system. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
71 

(37 studies) investigated 

whether electronic medication packaging 

(EMP) devices are associated with improved 

adherence. Devices integrated into the care 

delivery system and designed to record dosing 

events were found to be most frequently 

associated with improved adherence, but 

overall the evidence was inconclusive. From 

the included studies, 5 common EMP 

characteristics were identified: recorded dosing 

events and stored records of adherence, 

audiovisual reminders to cue dosing, digital 

displays, real-time monitoring, and feedback on 

adherence performance. 

8-year surveillance summary 

No relevant evidence was identified. 
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Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence identified at the 6-year 

surveillance review was considered to be 

consistent with CG76 recommendation 1.2.8 

which states that using alternative packaging 

for the medicine is one possible intervention to 

overcome practical problems associated with 

non˗adherence if a specific need is identified. 

Further robust research is required on 

electronic medicine packaging devices before 

this specific category of packaging can be 

incorporated into CG76. 

New evidence is unlikely to impact on the 
guideline.  

 

 Is there any evidence on interventions that aim to minimise side-76 – 27

effects in order to increase adherence?   

Recommendations derived from this question 

1.2.9  Side effects can be a problem for some patients. If this is the case you should: 

 discuss how the patient would like to deal with side effects 

 discuss the benefits, side effects and long˗term effects with the patient to allow them to 

make an informed choice 

 consider adjusting the dosage 

 consider switching to another medicine with a different risk of side effects 

 consider what other strategies might be used (for example, timing of medicines).  

 Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

No relevant evidence was identified. 

8-year surveillance summary 

A systematic review
72

 (14 studies, n=31688) 

found that interventions involving behaviour 

change techniques were not effective in 

improving adherence to oral antidiabetic drugs, 

except for those helping patients to cope with 

side effects, which showed a significant effect. 

Techniques to cope with side effects involved: 

 provision of information to patients about 

the side effects 

 solutions for them such as alternative 

medications 

 enabling the patient to contact his or her 

physician or pharmacist at short notice 

between visits in case of side effects. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new evidence indicating that behavioural 

change techniques may help patients to cope 

with side effects is consistent with 

recommendation 1.2.9 to consider what other 

strategies might be used to address side 

effects. 

New evidence is unlikely to impact on the 
guideline.  
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 How does the way and amount of the information that is presented 76 – 28

(e.g. pictorial vs. written form) affect adherence?  

Recommendations derived from this question 

1.1.3  Establish the most effective way of communicating with each patient and, if necessary, 

consider ways of making information accessible and understandable (for example, using 

pictures, symbols, large print, different languages, an interpreter or a patient advocate).  

See also review question 76-05. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
73

 (8 studies) examined the 

impact on decisions to start or continue 

medicines after providing information to 

patients about possible benefits or harms. 

There was no significant impact of interventions 

on decisions about whether to start or continue 

medicines, although among those who 

received more information, knowledge was 

increased and decisional conflict was reduced. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence identified at the previous 

surveillance review was considered to be 

consistent with CG76 recommendation 1.1.29 

on providing information, which states that 

patients differ in the type and amount of 

information they need and want. Therefore the 

provision of information should be 

individualised. 

New evidence is unlikely to impact on the 
guideline.  

 

 Do rewards affect adherence/what are they?   76 – 29

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-23. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A meta-analysis
74

 (15 studies) of financial 

reinforcers for improving medication adherence 

found that reinforcement interventions 

significantly improved adherence relative to 

control conditions. Interventions that were 

longer in duration, provided an average 

reinforcement of $50 or more per week, and 

conducting reinforcement interventions at least 
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weekly resulted in larger effect sizes than those 

that were shorter, provided lower reinforcers, 

and reinforced patients less frequently. 

8-year surveillance summary 

An economic evaluation and cluster RCT
75

 

(n=138) found that offering a modest financial 

incentive to people with psychosis was cost-

effective in promoting adherence to depot 

antipsychotic medication. Direct healthcare 

costs (including costs of the financial incentive) 

were unlikely to be increased by this 

intervention. 

A secondary analysis
76

 was conducted of an 

RCT which found improved adherence to anti-

psychotic maintenance medication where 

patients were offered financial incentives. The 

secondary analysis found that improved 

adherence was associated with a more 

favourable quality of life. The sample size of 

the RCT was not reported in the abstract.  

A pilot RCT
77

 (n=29) found that reinforcing 

medication adherence via mobile phone 

technology and financial reinforcement resulted 

in significant improvement in medicine 

adherence. The intervention involved providing 

a mobile phone to self-record videos of 

adherence, for which patients earned rewards. 

Topic expert feedback 

Topic expert feedback indicated that there has 

been research in several areas regarding 

financial incentives for patients to take 

medication or comply with medication 

monitoring. However, no studies were cited. 

Impact statement 

CG76 does not make specific 

recommendations for or against financial 

incentives, but the evidence identified at the 

previous surveillance review on frequent, 

longer term financial reinforcers was 

considered to be consistent with the evidence 

included in CG76 section 8 on interventions to 

increase adherence. It was also limited in 

applicability to a UK context and therefore 

unlikely to impact.  

The new evidence suggests that financial 

incentives may be clinically and cost effective in 

improving adherence, specifically to 

antipsychotics. However, the evidence is 

limited by small sample sizes and further 

research may be needed to establish a definite 

impact on the guideline recommendations. 

 

 

New evidence is unlikely to impact on the 
guideline.  

 

 Do specific forms of therapy (e.g. CBT) affect adherence?   76 – 30

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-23. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

No relevant evidence was identified. 

8-year surveillance summary 

Motivational interviewing (MI) 

A systematic review
78

 and 5 RCTs
61,79-81

 

examined the effectiveness of motivational 

interviewing in improving medication 

adherence. 

The systematic review (6 studies) assessed MI 

combined with cognitive behaviour therapies. It 
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found significant improvement in medication 

adherence following the combined 

interventions. 

Three RCTs
79,

 
80,81

 (n=386, n=114, n=154) all 

found MI improved medication adherence and 

covered various conditions, including 

secondary stroke prevention, schizophrenia 

spectrum disorders and older people with 

chronic diseases. Another RCT 
82

 found that 

health coaching was effective in improving 

medication adherence in diabetes, 

hypertension, and/or hyperlipidaemia. 

However, health coaching was not defined in 

the abstract, and the sample size was not 

reported. 

A Systematic review
72

 (14 studies) found that 

interventions involving behaviour change 

techniques were not effective in improving 

adherence to oral antidiabetic drugs, except for 

those helping patients to cope with side effects, 

which showed a significant effect. 

Pharmacist-led interventions 

An RCT
83

 (n=400) found that pharmacist-led 

patient education improved knowledge, 

attitude, and practices among patients with 

diabetes mellitus. The intervention was most 

effective when patients were counselled both 

verbally and by distribution of a patient 

education leaflets at baseline and at monthly 

follow ups. 

An RCT
61

 (n = 532) investigated the 

effectiveness of a multifaceted pharmacist 

intervention in a hospital setting to improve 

medication adherence in hypertensive patients. 

MI was a key element of the intervention. The 

results showed a sustained improvement in 

medication adherence. 

Consultation liaison 

A systematic review
84

 (12 trials n= 2605) found 

that consultation liaison improved mental health 

for up to three months; and satisfaction and 

adherence for up to 12 months in people with 

mental disorders, particularly those who were 

depressed. Primary care providers were also 

more likely to provide adequate treatment and 

prescribe pharmacological therapy for up to 12 

months. However, overall trial quality was low 

and further research was recommended to 

verify the findings. 

An RCT
85

 (n=111) found that a behavioural and 

educational strategy addressing the patient's 

perceptions and knowledge about the anti-

rejection drugs significantly improved the short-

term adherence to immunosuppressive therapy 

in kidney transplant recipients. 

Compliance therapy 

A systematic review
86

 found that 2 of 3 included 

RCTs showed a significant effect of compliance 

therapy in improving drug attitude in 

schizophrenia. However, the evidence was 

considered weak as the outcome was from 

three small and heterogeneous studies. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new evidence on motivational interviewing 

indicates that that this intervention may be 

effective in increasing adherence. However, 

further research may be required to establish a 

definite impact on the guideline, due to the 

systematic review evidence comprising 

combined treatment with cognitive behaviour 

therapies. This means it is not possible to 

assess the constituent interventions in 

isolation, a difficulty noted by the guideline 

committee in the original guideline.  

The new evidence on the following 

interventions is also inconclusive and therefore 

consistent with NICE guideline CG76 

recommendation 1.2.8, which does not 

recommend any specific intervention: 

 multifaceted pharmacist led interventions 

 consultation liaison 

 compliance therapy 

New evidence is unlikely to impact on the 
guideline.  
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 Is care planning important in affecting adherence? Do patient plans 76 – 31

affect adherence?   

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-23. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 Would a contractual agreement between HCP and patient affect 76 – 32

adherence?   

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-23 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 Do reminders (and what types of reminders, text messaging etc.) help 76 – 33

increase adherence? Are these more important before or after a review?   

Recommendations derived from this question 

1.2.8 Because evidence supporting interventions to increase adherence is inconclusive, only use 

interventions to overcome practical problems associated with non˗adherence if a specific 

need is identified. Target the intervention to the need. Interventions might include: 

 suggesting that patients record their medicine˗taking 

 encouraging patients to monitor their condition 

 simplifying the dosing regimen 

 using alternative packaging for the medicine 

 using a multi˗compartment medicines system. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

An updated systematic review
87

 (12 studies, 4 

new) of reminder packaging for improved 

adherence to self-administered long-term 



Surveillance proposal consultation document September 2016 – Medicines adherence. 
(2009) NICE guideline CG76 31 of 49 

medications found that reminder packaging 

increased the proportion of people taking their 

medications when measured by pill count; 

however, this effect was not large. Findings 

suggested that reminder packing for certain 

individuals could offer a simple method for 

improving the adherence to medications; 

further research is needed to improve the 

design and targeting of these devices before 

they could be considered for inclusion in CG76. 

A systematic review
88

 (4 studies) assessed the 

effects of mobile phone messaging applications 

designed to facilitate self-management of long-

term illnesses, in terms of impact on health 

outcomes and patients' capacity to self-manage 

their condition. The results showed very limited 

evidence that in certain cases mobile phone 

messaging interventions may provide benefit in 

supporting the self-management of long-term 

illnesses. However, significant information gaps 

were identified regarding the long-term effects, 

acceptability, costs, and risks of such 

interventions. 

A systematic review
89

 (13 studies) of the 

effectiveness of interventions using electronic 

reminders found short term improved 

adherence to chronic medication in all but one 

study using SMS reminders, four studies using 

electronic reminder devices and one pager 

intervention. In addition, one high quality study 

using electronic reminder devices found 

subgroup effects, although the subgroups 

concerned were not stated. 

 A systematic review
90

 (30 studies) found that 

drug reminder packaging had a significant 

effect on at least one adherence parameter in 

17 studies (57%). The methodological quality 

was strong in five studies. Overall, the studies 

showed a positive effect of drug reminder 

packaging on adherence and clinical outcomes. 

However, poor reporting and important gaps 

like missing humanistic and economic 

outcomes and neglected safety issues limit the 

strength of the results. 

A systematic review
91

 (13 studies, n=3276) 

found that SMS and telephone reminders could 

both significantly improve the follow up rate 

among patients with chronic diseases. 

Telephone reminders were more effective but 

had a higher risk of bias than SMS. 

8-year surveillance summary 

Telephone follow up 

An RCT
92

 n=164 found that regular telephone 

follow-up improved adherence to oral drug 

treatment for osteoporosis patients, especially 

those receiving care in a dedicated healthcare 

setting. 

Combined reminder and educational 

interventions 

An RCT
93

 (n=852) examined an automated 

system of personalised, educational reminders 

sent to post-ST-elevation myocardial infarction 

patients and their GPs, urging long-term use of 

secondary-prevention medications. 

Interventions were mailed at 1, 2, 5, 8, and 11 

months after discharge. Medication adherence 

was statistically significantly better in the 

intervention group. However, the primary 

outcome of proportion of participants taking all 

4-cardiovascular medication classes at 12 

months, was non-significant. 

An RCT
48

 (n=334) evaluated the efficacy of two 

different methods aimed at improving 

adherence and persistence through greater 

patient involvement, for patients with 

osteoporosis. The methods involved reminders 

and follow up educational meetings. There 

were no significant differences regarding 

medicines adherence from the additional 

interventions. 

Text Message reminders 

In total, 3 systematic reviews
94-95,97

 and 4 

RCTs
96,98-100

 examined the effects of text 

message reminders to improve medication 

adherence. One systematic review
94

 (11 

studies) found that combined text messaging 

and monitoring did not significantly improve 

medication adherence in people with type 2 

diabetes. Another systematic review
97

 (107 

studies) found inconclusive evidence for the 

effectiveness of a range of mobile health 

technology interventions, of which text 

messaging was the most common, for 

medication adherence in chronic diseases. The 

third review
95

 (16 studies n=2742) included a 

meta-analysis showing significant improvement 

in medication adherence for people with 

chronic diseases. All 3 systematic reviews 

recommended further research to establish 

more definitive evidence. 

Two RCTs
98, 99

 (n=76, n=230) found that text 

messaging did not significantly improve 

medication adherence for patients with HIV and 

alcohol use disorders respectively. Another 

RCT
96

 (n=105) of HIV- positive young adults 

aged 16-29 found a significant improvement in 

medication adherence. A cross sectional 

survey
100

 included in an RCT found that 
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feedback of patients taking antipsychotic 

medication on SMS services was generally 

positive. Overall, people were quite satisfied 

despite considerable variation in their 

sociodemographic background and illness 

history. 

Topic expert feedback 

Topic expert feedback highlighted an 

evaluation study
101

 (n=200) that was 

undertaken of a passport-sized booklet 

intervention, ‘My Medication Passport’ 

designed by patients for patients to record 

details about their medicines. The Passport 

was launched in secondary care with the initial 

users being older people discharged home. 

The uptake subsequently spread to other 

(community) locations and other age groups. Of 

the participants recruited, 63% completed the 

structured telephone questionnaire and the 

intervention was positively evaluated; it 

provided an insight into how it is used by 

patients, what they are recording and how it 

can be an aid to dialogue about medicines with 

family, carers and healthcare professionals. 

Further development and spread is underway 

including an application for smartphones that 

will be subject to wider evaluation to include 

feedback from clinicians. 

An RCT
102

 (n=303) of text messaging to 

patients taking blood pressure and/or lipid-

lowering medications to improve adherence 

was also highlighted. Texts were sent daily for 

2 weeks, alternate days for 2 weeks and 

weekly thereafter for 22 weeks (6 months 

overall), using an automated computer 

programme. The results showed a significant 

improvement in treatment adherence. 

Impact statement 

The evidence identified at the 6 year review 

was considered to be inconclusive and 

therefore unlikely to impact on CG76 

recommendation 1.2.8.  

Further high quality research may be required 

on the ‘my medication passport’ intervention 

before it can be considered for inclusion in 

CG76 as a possible intervention. 

The new evidence on the following 

interventions is also inconclusive and therefore 

consistent with recommendation 1.2.8: 

 telephone follow up 

 combined reminder and educational 

interventions 

 text message reminders 

 

 

New evidence is unlikely to impact on the 
guideline.  

 

 Does changing the name of medicines affect the way people take 76 – 34

medicines?   

Recommendations derived from this question 

1.2.8 Because evidence supporting interventions to increase adherence is inconclusive, only use 

interventions to overcome practical problems associated with non˗adherence if a specific 

need is identified. Target the intervention to the need. Interventions might include: 

 suggesting that patients record their medicine˗taking 

 encouraging patients to monitor their condition 

 simplifying the dosing regimen 

 using alternative packaging for the medicine 

 using a multi˗compartment medicines system. 

Surveillance decision 

No new information was identified at any surveillance review. 
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 Does being involved in self-monitoring (e.g. of own blood pressure) 76 – 35

help adherence? Does case-management affect adherence (i.e. by one specific 

person)?   

Recommendations derived from this question 

1.2.8  Because evidence supporting interventions to increase adherence is inconclusive, only use 

interventions to overcome practical problems associated with non˗adherence if a specific 

need is identified. Target the intervention to the need. Interventions might include: 

 suggesting that patients record their medicine˗taking 

 encouraging patients to monitor their condition 

 simplifying the dosing regimen 

 using alternative packaging for the medicine 

 using a multi˗compartment medicines system. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

No relevant evidence was identified. 

8-year surveillance summary 

A systematic review
103

 (28 studies, n=7021) 

found that self-monitoring of blood pressure 

(SMBP) resulted in a small but significant 

overall improvement in medication adherence 

in patients with hypertension. However, 

evidence for the effect of SMBP on lifestyle 

change and medication persistence was limited 

and not considered to be clinically significant. 

A further RCT
104

 (n=95) of patients with 

hypertension found that a wireless self-

monitoring program did not significantly 

improve medication adherence, but did improve 

health behaviours and blood pressure control.  

An RCT
105

 (n=86) found that a nurse-delivered, 

self-care intervention improved medication 

adherence in patients with advanced heart 

failure. Further research was recommended to 

assess whether the intervention could improve 

clinical outcomes. 

An RCT
106

 (n=98) found that a diabetes remote 

monitoring and management system did not 

result in statistically significant changes from 

baseline to 6 months for self-reported 

medication adherence or for most quality of life 

scores.  

A post hoc analysis of an RCT
107

 (n=18) found 

that improved blood pressure control was 

maintained 12 months after completion of a 3-

month randomised controlled trial of a mobile 

health self-management pilot program to 

improve blood pressure and medication 

adherence in kidney transplant recipients. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new evidence on self-monitoring of blood 

pressure suggests that it may be effective in 

improving medicines adherence among people 

with hypertension and in kidney transplant 

recipients. This is consistent with 

recommendation 1.2.8 to target the intervention 

to the need and to encourage patients to 

monitor their condition. The new evidence on 

nurse-delivered self-care interventions and 

wireless self-monitoring is insufficient to impact 

on the guideline, due to small sample sizes in 

the studies. 

New evidence is unlikely to impact on the 
guideline.  

 



Surveillance proposal consultation document September 2016 – Medicines adherence. 
(2009) NICE guideline CG76 34 of 49 

 Does effect of intervention differ according to which HCP delivers the 76 – 36

intervention?  

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-23. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 What elements of the clinician-patient relationship influence 76 – 37

adherence?   

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-01 and 76-03 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 What is the role of the pharmacist or HCP in overcoming barriers to 76 – 38

adherence?  

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-23. 

See also review question 76-01. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

No relevant evidence was identified. 

8-year surveillance summary 

An RCT
108

 (n=539) found that a physician-

pharmacist collaborative management model 

increased medication intensification but did not 

result in any significant change in medication 

adherence. 

An RCT
61

 (n = 532) investigated the 

effectiveness of a multifaceted pharmacist 

intervention in a hospital setting to improve 

medication adherence in hypertensive patients. 

Motivational interviewing was a key element of 

the intervention. The results showed a 

sustained improvement in medication 

adherence. 

An RCT
109

 (n=677) found that a telephone 

intervention, led by a pharmacist and tailored to 

the individuals' needs, significantly improved 
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medication adherence in patients with long-

term conditions, using a mail-order pharmacy. 

The intervention comprised two tailored 

telephone consultations with a pharmacist, 4-6 

weeks apart, plus a written summary of the 

discussion and a medicines reminder chart. 

Further research was recommended to 

establish improvement in clinical outcomes. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The new evidence on pharmacist led 

interventions suggests that it may be effective 

in improving medicines adherence among 

patients with hypertension and long term 

conditions. This is consistent with 

recommendation 1.2.8 to target the intervention 

to the need. Further research may be needed 

on pharmacist-led interventions to establish 

more definitive evidence. 

New evidence is unlikely to impact on the 
guideline.  

 

 

 What would impact adherence after the prescription is issued?   76 – 39

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-23. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

Reviewing medicines 

 What is medication review?   76 – 40

Recommendations derived from this question 

Reviewing medicines 

Patients may use medicines long term. The initial decision to prescribe medicines, the patient's 

experience of using the medicines and the patient's needs for adherence support should be reviewed 

regularly. The patient's own list of medicines may be a useful aid in a medicines review. 

1.3.1  Review patient knowledge, understanding and concerns about medicines, and a patient's 

view of their need for medicine at intervals agreed with the patient, because these may 

change over time. Offer repeat information and review to patients, especially when treating 

long˗term conditions with multiple medicines. 

1.3.2  Review at regular intervals the decision to prescribe medicines, according to patient choice 

and need.  

1.3.3  Enquire about adherence when reviewing medicines. If non˗adherence is identified, clarify 

possible causes and agree any action with the patient. Any plan should include a date for a 

follow˗up review.  

1.3.4  Be aware that patients sometimes evaluate prescribed medicines using their own criteria 

such as their understanding of their condition or the symptoms most troubling to them. They 

https://www.nice.org.uk/guidance/cg76/chapter/1-Guidance#reviewing-medicines
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may, for example, stop and start the medicine or alter the dose and check how this affects 

their symptoms. Ask the patient whether they have done this.  

Surveillance decision 

No new information was identified at any surveillance review. 

 

 What should be the content of medication reviews?   76 – 41

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-40. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 When/how often and by whom should medication reviews be done?   76 – 42

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-41  

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

No relevant evidence was identified. 

6-year surveillance summary 

A systematic review
110

 (53 studies) examined 

the impact of fee-for-service pharmacist-led 

medication review on patient outcomes and 

quantified this according to the type of review 

undertaken, e.g. adherence support and clinical 

medication review. The majority of the studies 

(57.9%) showed improvement in medication 

adherence. Subgroup analysis showed that 

clinical medication review but not adherence 

support review reduced hospitalisation. 

A systematic review
111

 examined whether the 

delivery of a medication review by a physician, 

pharmacist or other healthcare professional 

improves the health outcomes of hospitalised 

adult patients compared to standard care. The 

findings showed no evidence of effect on all-

cause mortality and hospital readmissions, but 

a 36% relative reduction in emergency 

department contacts. However, the cost-

effectiveness of this intervention is not known 

and due to the uncertainty of the estimates of 

mortality and readmissions and the short 

follow-up, important treatment effects may have 

been overlooked. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence identified at the 6 year review 

was considered to be inconclusive and 

therefore unlikely to impact on CG76 

recommendations 1.3.1-1.3.4 for medication 

review. Further research on effectiveness and 
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cost-effectiveness may be needed on 

when/how often and by whom medication 

reviews should be done, before a change to the 

recommendations is warranted. 

New evidence is unlikely to impact on the 
guideline.  

 

 Does the use of multi-compartment medicine systems increase 76 – 43

adherence to prescribed medicine?   

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-23. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

 How can practitioners assess adherence?   76 – 44

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-15. 

Surveillance decision 

This review question should not be updated. 

 

2-year surveillance summary 

A study
112

 assessed agreement among patient 

self-reporting, pharmacy refill, and electronic 

adherence measures and compared the 

sensitivity and specificity of different cut-off 

points for defining non-adherence. Median 

adherence was 84% for self-report, 86% for 

electronic, and 91% for prescription refill 

adherence measurement. Refill and electronic 

adherence demonstrated the best agreement 

among measures. The authors concluded that 

all measures provided similar estimates of 

overall adherence, although refill and electronic 

measures were in highest agreement. In 

selection of a measure, practitioners should 

consider population and disease 

characteristics, since measurement agreement 

could be influenced by these and other factors. 

6-year surveillance summary 

A systematic review
113

 identified self- report 

adherence measures currently available which 

are suitable for primary care and evaluated the 

extent to which they met various criteria. Fifty 

eight measures were identified. While validation 

data were presented in support of the vast 

majority of self- reported measures, only a 

minority of measures reported data on reliability 

and time to complete. Few were designed to 

have the ability to be completed by or in 

conjunction with carers and few were able to 

distinguish between different types of non-

adherence, which limited their ability be used 

effectively in the continuous improvement of 

targeted adherence enhancing interventions. 

The data available suggested that patients find 

it easier to estimate general adherence than to 

report a specific number of doses missed. 

Visual analogue scales can be easier for 

patients than other types of scale but are not 

suitable for telephone administration. 

A systematic review
114

 (60 studies) aimed to 

identify self-report medication adherence 

scales, assess how these scales measure 

adherence and explore how they have been 
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validated. Adherence scales were found to 

include items that either elicit information 

regarding the patient's medication-taking 

behaviour and/or attempts to identify barriers to 

good medication-taking behaviour or beliefs 

associated with adherence. The validation 

strategies employed depended on whether the 

focus of the scale was to measure medication-

taking behaviour or identify barriers or beliefs. 

8-year surveillance summary 

An RCT
115

 (n=24 providers, n=100 patients) 

aimed to determine the effect of sharing 

electronically-measured adherence data with 

clinicians on the management of uncontrolled 

hypertension. At one visit per patient, clinicians 

in the intervention group received a report 

summarising electronically measured 

adherence to the BP regimen and 

recommended clinical actions. The proportion 

of visits with appropriate clinical management 

was higher in the intervention group. A higher 

proportion of adherent patients in the 

intervention group also had their regimen 

intensified, and a higher proportion of non-

adherent patients in the intervention group 

received adherence counselling. 

Topic expert feedback 

Topic expert feedback indicated that there is 

emergent new technology which aims 

objectively to measure medicine taking 

behaviour. This has emerged since publication 

of the original guideline, making a review 

worthwhile. However, no studies were cited. 

Impact statement 

The evidence from the previous surveillance 

reviews relating to self-report measures of 

adherence was considered to be inconclusive 

and unlikely to impact on CG76 

recommendations 1.2.1-1.2.3 on assessing 

adherence. The new evidence on 

electronically-measured adherence data is also 

inconclusive, due to a small sample size, and is 

unlikely to impact on recommendations 1.2.1-

1.2.3. 

New evidence is unlikely to impact on the 
guideline.  

 

 What are the advantages and disadvantages of self-report in assessing 76 – 45

patient’s adherence?   

Recommendations derived from this question 

The same recommendations were derived from this question as in 76-15. 

Surveillance decision 

This review question should not be updated. 
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2-year surveillance summary 

A study
112

 assessed agreement among patient 

self-reporting, pharmacy refill, and electronic 

adherence measures and compared the 

sensitivity and specificity of different cut-off 

points for defining non-adherence. Median 

adherence was 84% for self-report, 86% for 

electronic, and 91% for prescription refill 

adherence measurement. Refill and electronic 

adherence demonstrated the best agreement 

among measures. The authors concluded that 

all measures provided similar estimates of 

overall adherence, although refill and electronic 

measures were in highest agreement. In 

selection of a measure, practitioners should 

consider population and disease 

characteristics, since measurement agreement 

could be influenced by these and other factors. 

It was considered that the identified evidence 

was consistent with the existing guideline 

recommendations. 

6-year surveillance summary 

No relevant evidence was identified. 

8-year surveillance summary 

No relevant evidence was identified. 

Topic expert feedback 

No topic expert feedback was relevant to this 

evidence. 

Impact statement 

The evidence from previous surveillance 

reviews was considered to be consistent with 

CG76 recommendations. No new evidence was 

identified in the current review. 

New evidence is unlikely to impact on the 
guideline.  

 

Communication between healthcare professionals 

 What information regarding medicines should be provided for patients 76 – 46

and practitioners when patients are discharged from secondary care?  

Recommendations derived from this question 

Patients may be under the care of healthcare professionals from different disciplines and specialties at 

the same time; responsibility for patients' care may be transferred between healthcare professionals, 

and medicines reviews may be carried out by healthcare professionals other than the prescriber. 

Therefore good communication between healthcare professionals is required to ensure that 

fragmentation of care does not occur. 

 

1.4.1 Healthcare professionals involved in prescribing, dispensing or reviewing medicines should ensure 

that there are robust processes for communicating with other healthcare professionals involved in the 

patient's care.  

1.4.2 This recommendation has been replaced by recommendations in section 1.2 in the NICE guideline 

on medicines optimisation.  

1.4.3 Healthcare professionals involved in reviewing medicines should inform the prescriber of the 

review and its outcome. This is particularly important if the review involves discussion of difficulties with 

adherence and further review is necessary.  

See also 76-05 recommendations on providing information. 

Surveillance decision 

No new information was identified at any surveillance review. 

 

https://www.nice.org.uk/guidance/cg76/chapter/1-Guidance#communication-between-healthcare-professionals
http://www.nice.org.uk/guidance/ng5
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Research recommendations 

 

RR – 01 What are the most clinically effective and cost-effective methods for 

identifying and addressing the perceptual barriers (such as beliefs and 

concerns about medicines) that influence motivation to start and continue 

with treatment, and the practical barriers (such as limitations in personal 

capacity and resources), which limit an individuals’ ability to implement 

intentions to adhere to medicines? 

No new information was identified at any surveillance review. 

Surveillance decision 

This research recommendation will be considered again at the next surveillance. 

 

RR – 02 What are the most clinically effective and cost-effective ways of 

communicating the potential benefits and risks of medicines to promote 

informed choice and optimal adherence? 

New evidence was found on clinician-patient communication to improve adherence to psychoactive 

drugs in functional dyspepsia patients with psychological symptoms. This evidence was included under 

clinical question 76-05. 

A randomised controlled trial (RCT)
2
 (n=262) found that clinician-patient communication improved 

adherence to psychoactive drugs in functional dyspepsia patients with psychological symptoms. The 

intervention consisted of explanations of both the psychological and gastrointestinal mechanisms of the 

generation of functional dyspepsia symptoms and the effects of flupentixol-melitracen plus omeprazole 

treatment. The study did not include cost effectiveness data. No new information was identified at any 

surveillance review on cost effectiveness of communication methods relevant to the research 

recommendation, which remains ongoing. 

Surveillance decision 

This research recommendation will be considered again at the next surveillance. 

 

RR – 03 How can practitioners and patients be supported to improve the quality of 

prescribing-related consultations and medicines reviews so that they 

facilitate informed choice and optimal adherence to medicines? 

What are the effects of medicines reviews by healthcare professionals other 

than the prescriber on patients, prescribers and outcomes? How can the 

process of medicines review be enhanced or improved to address issues of 

informed choice and adherence? 

New evidence was found showing the potential value of communication skills and counselling training 

for health professionals, and interventions to improve shared decision making. Further research may be 

needed to verify this evidence, which was included under question 76-14 

New evidence was identified relating to the effects of medicines reviews by healthcare professionals 

other than the prescriber on patients, prescribers and outcomes. Systematic review evidence, which 

was included under question 76-42 examined:  
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 The impact of fee-for-service pharmacist-led medication review on patient outcomes and quantified 

this according to the type of review undertaken. The majority of the studies showed improvement in 

medication adherence. Subgroup analysis showed that clinical medication review but not adherence 

support review reduced hospitalisation.   

 Whether the delivery of a medication review by a physician, pharmacist or other healthcare 

professional improves the health outcomes of hospitalised adult patients compared to standard care. 

The findings showed no evidence of effect on all-cause mortality and hospital readmissions, but a 

relative reduction in emergency department contacts. However, the cost-effectiveness of this 

intervention is not known and due to the uncertainty of the estimates of mortality and readmissions 

and the short follow-up, important treatment effects may have been overlooked. 

This evidence was considered to be inconclusive and the research recommendation therefore remains 

ongoing. 

Surveillance decision 

This research recommendation will be considered again at the next surveillance point. 

 

RR – 04 How can we facilitate the open disclosure of medicine-taking behaviours 

within consultations relating to medicines prescribing and review? How can 

we equip health practitioners to respond appropriately and effectively? 

No new information was identified at any surveillance review. 

Surveillance decision 

This research recommendation will be considered again at the next surveillance point. 

 

RR – 05 What are the effects of non-prescriber medicine reviews (e.g. by 

pharmacists) on patients, prescribers and outcomes? How can the process 

of medicine review be enhanced or improved to address issues of informed 

choice and adherence? 

No new information was identified at any surveillance review. 

Surveillance decision 

This research recommendation will be considered again at the next surveillance point. 

 

RR – 06 What are the effects of social disadvantage and ethnicity on informed 

choice, shared decision making and adherence to prescribed medicines? 

Evidence identified on CALD groups showed that relatively little high-quality work has been conducted 

on adherence-enhancing interventions for people of CALD backgrounds. Greater attention needs to be 

given to examining the needs of specific CALD population groups. Further research was recommended 

in this area. 

New systematic review evidence indicated an association between antiretroviral therapy adherence and 

employment status among people infected with HIV.  

Further research may be needed across other conditions to answer the research recommendation. 

The evidence was included under question 76-17 
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Surveillance decision 

This research recommendation will be considered again at the next surveillance point. 

 

RR – 07 How do the perceptions and life circumstances of different age groups 

(children, young adults, elderly people) influence informed choice, shared 

decision making and adherence. What are the implications for interventions 

to support these? 

No new information was identified at any surveillance review. 

Surveillance decision 

This research recommendation will be considered again at the next surveillance point. 

 

RR – 08 What are the particular barriers to medicines use for people with multiple 

pathologies (and their informal carers) and what interventions are required? 

No new information was identified at any surveillance review. 

Surveillance decision 

This research recommendation will be considered again at the next surveillance point. 
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