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ABSTRACT

The most frequent causes of death in the United States and globally are chronic diseases, including heart
disease, cancer, lung diseases, and diabetes. Behavioral factors, particularly tobacco use, diet and activity
patterns, alcohol consumption, sexual behavior, and avoidable injuries are among the most prominent
contributors to mortality. Projections of the global burden of disease for the next two decades include increases
in noncommunicable diseases, high rates of tobacco-related deaths, and a dramatic rise in deaths from
HIV/AIDS. Worldwide, the major causes of death by 2030 are expected to be HIV/AIDS, depressive disorders,
and heart disease. At the same time, in many parts of the world, infectious diseases continue to pose grim
threats, especially for the very young, the old, and those with compromised immune systems. Malaria, diarrheal
diseases, and other infectious diseases, in addition to AIDS, are major health threats to the poorest people
around the world. And, like chronic diseases, their trajectory may be influenced by the application of effective
health behavior interventions. Substantial suffering, premature mortality, and medical costs can be avoided by
positive changes in behavior at multiple levels. Most recently, there has been a renewed focus on public health
infrastructure to plan for emergencies, including both human-made and natural disasters. During the past
twenty years, there has been a dramatic increase in public, private, and professional interest in preventing
disability and death through changes in lifestyle and participation in screening programs. Much of this interest in
disease prevention and early detection has been stimulated by the epidemiological transition from infectious to
chronic diseases as leading causes of death, the aging of the population, rapidly escalating health care costs, and
data linking individual behaviors to increased risk of morbidity and mortality.

Keywords: Health Beliefs and Perception; Patient Counseling; Patient Comprehension and Recall; Patient
Motivation; Patient Feedback; Patient Compliance.

INTRODUCTION

Over the past two decades, research programs have
been established to identify and test the most
effective methods to achieve health behavior
change. More precise quantification of personal
health behaviors and improved health outcomes has
grown from partnerships between behavioral
scientists and biomedical experts. During this period,
findings from some major health behavior
intervention studies have become available and have
provided important insights for the field.
Professionals charged with responsibility for health
education and health behavior are, by and large,
interventionists. They are action-oriented. They use
their knowledge to design and implement programs
to improve health. This is true, whether they are
working to encourage health-enhancing changes in
individual or community behavior or conditions. It is

equally true of most health education and health
behavior research. Often, in the process of
attempting to change behavior, environments, or
policies, researchers must do precisely what
practitioners do—develop and deliver interventions.
At some level, both practitioners and researchers are
accountable for results, whether these are measured
in terms of participants’ satisfaction with programs,
or changes in their awareness, knowledge, attitudes,
beliefs, or health behaviors, or in their improved
decision making; institutional norms; community
integration; or more distal results, including
morbidity, mortality, and quality of life. Health
educators may assess these results anecdotally,
complete in-depth qualitative assessments, or
conduct rigorous empirical evaluations. The unusual
patient behavior toward providers and towards
themselves including medication taking is inevitable.
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An interesting fact is mostly patients avoid going to
visit a doctor or pharmacists and when appeared for
treatment their behaviors change dramatically which
is still unexplained. A National Health Service survey
reveals 30% patients never seek any care due to
emotional distress of being ill and again nearly 60%
fail to comply treatment guidelines as directed.
Social phobia persists in women who need to go for
an intervention for any gynecological disorder.
Conversely, children have phobia with the doctors
and hospital settings due to some unknown reason.
When came late at an advanced disease state, the
patient is already in a highly disturbed mental
condition and a few situations raise, providers need
to face another challenge to tolerate and mitigate
them. Practitioners of health education at once
benefit from and are challenged by the multitude of
theoretical frameworks and models from the social
sciences available for their use, because the best
choices and direct translations may not be
immediately evident. The inherent danger in a book
like this is that one can begin to think that the links
between theory, research, and health promotion
practice are easily forged. They are not. For the
unprepared, the choices can be overwhelming, but
for those who understand the commonalities and
differences among theories of health behavior and
health education, the growing knowledge base can
provide a firm foundation on which to build.

MATERIALS AND METHODS

Research Design and Search Strategy

The research is conducted through secondary data
search from several sources from books, technical
newsletters, newspapers, journals, and many other
sources. The present study was started from the
beginning of 2018. PubMed, ALTAVISTA, Embase,
Scopus, Web of Science, and the Cochrane Central
Register of was thoroughly searched. The keywords
were used to search for different publishers’ journals
like Elsevier, Springer, Willey Online Library, Wolters
Kluwer were extensively followed.

Inclusion and Exclusion Criteria

Studies regarding psychological and social behaviors
were given priorities. Several factors that influence
medication taking behavior was collectively analyzed
and added to the article. Issues regarding economic
and cultural barriers were found to be different from
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subcontinents, countries and even states. A few
interesting features of patient motivation and
satisfaction through pharmacist’s intervention were
added afterwards to maintain a logical sequence.
Drug factors, environmental factors and provider-
patient interaction followed by pharmacist’s role in
handling patients and to change or correction of
behavior were added to reveal their effect on patient
compliance which is the ultimate goal of therapeutic
guidelines. Many studies found regarding patient
compliance of different health conditions in different
countries found to be not within the scope of this
article.

Types of Medication Taking Behavior

e Compliance: Understanding how medication
should be used and its benefit, with sufficient
positive motivation, intentions and act accordingly.
Concordance is not synonymous with either
compliance or adherence.

e Adherence: The extent to which a person takes
medication as prescribed. Adherence is broadly
viewed as related to instructions concerning
medicine intake, use of medical device, diet,
exercise, life style changes, rest and return for
scheduled appointments. Compliance and adherence
relate to the medicine-taking behavior of the patient.
Compliance and adherence can be estimated using
prescription claims records, pharmacy dispensing
data, validated survey instruments or electric pill
counters, as well as direct measures such as serum
drug levels.

e Concordance: A process by which a patient and
clinician make decisions together about treatment.
Concordance does not refer to a patient's medicine-
taking behavior, but rather the nature of the
interaction between clinician and patient. It is based
on the notion that consultations between clinicians
and patients are a negotiation between equals.

¢ Persistence: A person’s ability to continue medical
advice for the intended course, which may range
from few days to life-long. Rates of refilling for
prescriptions have been used as a method of
measuring adherence and is also another means of
testing “persistence” (Manmohan et.al, 2012; Fraser
et.al, 2010; Bell et.al, 2007)
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Types of patient behavior

The strands of health behavior are positive or
negative health life styles and risk avoidance
whereas the sub - concepts of illness behavior is
health - seeking behavior, help - seeking behavior,
healthcare seeking or treatment seeking behavior,
the sick role behavior, and life experiences of living
with acute or chronic conditions.
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Institution estimated that only 4% of the $1.7 trillion
spent on national health expenditures was for
prevention. Older adults, in particular, use less
preventive health care services than younger and
middle-aged adults: they receive fewer cancer
screenings, flu shots, mammograms, and pap smears
(Kim et.al, 2014). Examples of preventive health
behaviors include

e Participation in health screening programs

Health behavior that is preventive in nature e Following healthy diet recommendations
generally is referred to as preventive health e Participation in relaxation and cardiovascular
behavior. Expanding on the original definition, exercises

preventive health behavior is defined as actions e Creating and maintaining close personal

taken to prevent illness and maintain physical,
emotional, intellectual, spiritual, and social well-
being (Poortaghi et.al, 2015). In 2007, the Brookings

relationships

Exhibit 1. Types of Health Behavior (Adane et.al, 2017; Krick et.al, 1990; Khoso et.al, 2016; Langlie et.al, 1979;

Kim et.al, 2014; Harooni et.al, 2014; Ping et.al, 2018)

Preventive To keep oneself away from health hazards and prevent from possible ailment. This includes

Health actions like immunization, exercise, intake of healthy foods and avoid smoking. Three factors

Behavior converge to underscore the heightened importance of preventive health care services among
United States adults. First, there is the rapidly aging population. Second, there is the rising cost
of medical care: chronic illnesses and end-of-life issues that older adults face is expensive. Third,
despite spending more on health care than any country in the world, United States adults
generally have poorer health and lower life expectancies than those in other developed
countries.

Detective This kind of health behavior is manifested when individuals engage in active medical screening

Health to detect or identify the real or potential risk of getting caught by any disease. Usually the

Behavior detection is carried out before perceiving symptoms of any disease or in other words at the
asymptomatic stage. Many hospitals or voluntary health organizations develop programs of
detection of possible risk factors by engaging certain target populations into their mass
screening programs.

Health To undertake certain healthy activities and adopt healthy life styles to maintain and promote

Promotion existing health conditions. The health promotion can also be achieved through preventive

Behavior health behavior. According to the WHO, there will be 1.2 billion elderly people around the globe
by 2025 and 2 billion by 2050. Performing health promotion behaviors is one of the best ways
for people to control their health.

Health Health protective behaviors are receiving increasing attention for maintaining health and

Protective preventing disease. At least 60% of the burden of diseases around the world is due to unhealthy

Behavior lifestyles, according to WHO reports. The harm of unhealthy lifestyle activities such as smoking,
excess alcohol and fat consumption, lack of exercise, and chronic exposure to environment
pollutants has been paid close attention, and has been documented in many studies. Health
protective behavior encompasses multiple dimensions, which may include the four aspects of
environment, behavior and lifestyle, genetic factors, and health care; or may be expressed by
eight key factors, namely, of safety, social security, education, food security, income, ecological
environment, sustainable resources, and social justice. HPBS has sufficient validity and reliability
to measure health protective behaviors in adults.

Vol. 7, Issue 8 | pharmatutorjournal.com



lliness behavior is any activity undertaken by
individuals who perceive themselves to be ill that
defines the state of their health and aids in
discovering a suitable remedy (Irwin et.al, 2005).

¢ The term was introduced by Mechanic and Volkart
to describe the individuals' different ways to respond
to their own health status. Pilowsky's concept of
abnormal illness behavior encompasses several
clinical conditions characterized by a maladaptive
mode of experiencing, perceiving, evaluating and
responding to one's own health status (Sirri et.al,
2011).

¢ lllness behavior is the way persons respond to
bodily indications that they experience as abnormal;
thus, it involves the manner in which persons
monitor their bodies, define and interpret their
symptoms, and seek health care.

¢ Individuals attempt to ascribe cause and meaning
to their illness symptoms and may self-diagnose and
treat.

e Alternatively, individuals may visit a doctor or
another prescriber and a pharmacist in order to
obtain a prescription drug. Iliness behavior is not all
about the immune response

e Emotional component of illness behavior is, at least
partly, shaped by top-down expectations. Helping
patients having a realistic expectation of symptoms
during treatment of an illness may thus reduce
aggravated emotional responses, and ultimately
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improve patients' quality of life and treatment
compliance (Lasselin et.al, 2018).

Treatment behavior is actions taken to restore
health or halt disease progression traditionally have
been referred to as sick-role behaviors and now are
referred to as treatment behaviors (Stanislave et.al,
1966).

e The concept of sick role was proposed by an
American Sociologist Talcott Parsons in his famous
book ‘the social system’” which published in 1951.

e Kasl and Cobb (1966 b.) had mentioned Parsons’
sick role as a behavior and as a separate
concept different from that of illness behavior
particularly in terms of ill person’s consideration of
himself to be ill in contrast to illness behavior where
a person feels himself to be ill, but the purpose of
both behaviors (illness as well as sick role
behaviors) is same: to recover from sickness/
illness (Becker et.al, 1974).

¢ In medical sociology, the familial or culturally
accepted behavior pattern or role that one is
permitted to exhibit during illness or disability,
including sanctioned absence from school or work
and a submissive, dependent relationship to family,
health care personnel, and significant others. This
sick role can be confirmed by a doctor or a member
his or her family, community or social group at any
level (Kim et.al, 2014).

No care sought
Predisposing factors |—»| Enabling factors Need factors <:
Care sought
¥
r h 4 4‘ l

Socio-demographic factors || « Household income Consulting health facilities | | Without consulting

Mother's/caregiver’s » Availability of health facilities
- ﬁgﬁ pri\ra.te or *
» Education governmental Seek care at home and/or
# Religion health facilities 1§ informal health facilities
'Eﬂmmﬂ? Seck care at home and/or health facilities
. Gm_-matlﬂﬂ —— Health facilities utilization at
* Marital status Severity of illness » Formal health facilities (private and

F-Hf-mhold size = Danger signs {(symptoms) for governmental health facilities)
. Ch!'ldsngr. acute diarrhea recognition » Types of treatment given at private or
= Child's sex * Number of danger signs government health facilities
» Numiber of under-five identified to recognize the « Reasons for choosing the types of health

children severity of acute diarrhea facilitics
= Birth order of under-five ¥ Perceived cause of acute Care type
children diarrhea ¥ Prompt, appropriate or inappropriate care
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Figure 1. Conceptual framework for health-seeking behavior modified from Andersen’s behavioral model (Adane
et.al, 2017), which is widely accepted and used to study the predictors of health-seeking behavior and health
facility utilization for various diseases, including childhood diarrhea in slums of Addis Ababa, Ethiopia.

Model of Health Services Utilization suggested that
three main factors affect an individual’s use of health
services:

e Predisposing factors: are those factors that vary an
individual’s inclination to use services. These
predisposing factors include demographic variables
such as age and gender; social structure variables
such as education, occupation, and ethnicity; and
health beliefs about medical care, physicians,
disease, and medication use.

e Enabling factors: those factors influencing the
individual’s ability to use services; thus, they reflect
the fact that an individual’s ability to use services
depends on individual family and community
resources.

e Need factors: those factors related to the
individual’s belief in the seriousness of illness
symptoms and the necessity of intervention. Need
factors are separated into two categories, perceived
need and evaluated need (Kim et.al, 2016).

FACTORS THAT INFLUENCE PATIENT BEHAVIOR

PATIENT FACTORS

Age: Older people tend to use health services more
than younger people, they account for 34% of total
pharmaceutical expenditures. Nearly 40% of the
elderly have three or more chronic conditions, while
about 1/3" of the nonelderly have at least one
chronic condition. Younger patients were more likely
than older patients to know how their prescribed
drugs worked, when it started working, common side
effects, how to manage side effects, and how long
their physician wanted them to take the medication
(Mueller et.al, 1997).

Sex: Women tend to use health services more than
men. The self-reported use OTC medications in the
rural older population also shows that women take
more OTC medications than me (Payne et.al, 2004).
Sex also makes a difference in psychotropic
medication use. Marked gender differences have
been reported; women are affected twice as often as
men (Kessler et.al, 2003). In addition, women are
twice as likely as men to report a positive family
history of mood disorder, which is associated with a

younger age of onset of depression (Nierenberg
et.al, 2007). Men receive more consultation from
pharmacists. If considering the children, girls are
encouraged to express their pain, whereas boys are
encouraged to deny their pain and avoid feminine or
sissy-like behaviors (Pleck et.al, 1977). Men
disproportionately engage in behaviors that increase
the risk of disease or injury, such as smoking and
heavy alcohol use, whereas women
disproportionately engage in preventive health
practices such as use of vitamin supplements, seat
belts, and regular screening exams. Verbrugge
argued that women are more likely to adopt the sick
role and subsequently care for illness or injury in the
early stages rather than waiting for symptoms to
escalate into more complex health problems
(Verbrugge et.al, 1985). Women tend to engage in
preventive actions like blood pressure and
cholesterol checks or routine checkups (Viera et.al,
2006). Women use a wider variety of self-care
activities than men, they are more likely to
experiment with new self-care activities and they
place greater emphasis on self-care activities relative
to professional health care (Grzywacz et.al, 2011).

Socio-economic level: Higher levels of both income
and education are associated with lower rates of
mortality (Hummer et.al, 2013). Five themes
emerged for patients who presented late for
treatment: lack of knowledge, fear of hospitals,
denial, living alone, and preexisting health concerns,
found among stroke patients (Kitko et.al, 2008).

Ethnic Background: Jewish and Italian patients
tended to have a more emotional response to pain;
they felt freer to discuss their pain, complain about
it, groan and cry, and ask for relief. In contrast,
patients from other backgrounds tried to deny their
pain and appear more stoic. The primary chronic
health problem among Mexican Americans in the US
is non-insulin-dependent diabetes mellitus (Gary
et.al, 2004).

Communication Barriers, Financial Problems, And
Cultural Barriers.
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e Latino patients are often very polite to doctors, so
polite that rather than discuss their diabetes care,
the patients nod their heads and agree with the
doctor. Latino patients with limited English skills
may be less likely to take prescribed diabetes
medications than other diabetics in the U.S. The
“nod of the head” in response to a physician’s
instructions or comments may therefore represent
a socially required gesture of respect, rather than
understanding or agreement (Pachter et.al, 1992).

e Patients often do not believe that the medication
supplies are free and therefore do not take the
necessary diabetic supplies as often as needed.

e Other patients believe that receiving government
assistance in medical supplies will decrease
chances of US citizenship (Ortega et.al, 2015).

e For the families that do pay for medical supplies, a
different problem arises. Expenses for a woman’s
needs often are considered secondary to the good
of her family, and therefore expenditures for
diabetes medications and supplies are considered
less important than other family necessities (Martz
et.al, 1995; Siddiqui et.al, 2013).

e Finally, traditional folk remedies, such as aloe,
cactus, and garlicc compete with the use of
prescribed diet and medications, because patients
(and possibly providers) are not aware that
treatments can be combined (Nguyen et.al, 2014).

Emotional Factors: Particular concern when the

patient has been diagnosed with a terminal illness,

an illness with a social stigma, or an illness that

requires change in daily behavior. Factors of concern

to patients include ~

e Uncertainty of what to expect with this new illness
or symptom

e Dependency on providers to give the best

treatment and on family to help with daily life

Fear of change and death; pain and discomfort

Lack of privacy in physical examinations

Loss of identity as a healthy person

Isolation from wusual support systems such as

coworkers, teammates, and friends; conveying

social support also is important, because people

are more likely to trust or respond positively to

another person if they have an emotionally

satisfying relationship with that person (Turner

et.al, 2000).
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DRUG FACTORS

Drug regimens can be complex. The complexity of a

drug regimen often is measured in the ~

e Total number of medications taken daily,

e Number of daily doses,

e Duration of treatment,

e The extent to which the regimen is tailored to daily
routines,

e The side-effect profile (Jimmy et.al, 2011).

Medications may require special behaviors, for

example:

e Having to take a dose 1 hr. Before or 2 hr. after a
meal

¢ Avoiding foods that are common in the diet

e Taking doses three or more times in a day,

e Refrigerator storage, or skill in administration.

e In addition, just learning the name of the drug
prescribed, purpose of the drug, proper dose,
when to begin taking it, frequency of dosing, and
when to stop treatment is complex.

e The complexity of a therapeutic regimen may
prevent patients from adhering completely.
Complex regimens may produce information
overload (Kronish et.al, 2013).

e Alternatively, medications requiring behaviors that
are difficult to fit into regular daily activities are
less likely to be taken as prescribed by a patient
(Bosworth et.al, 2011).

Environmental Factors

Patients given more autonomy and opportunities for

self-determination tend to show greater health and

morale improvements. The structural layout of many

community pharmacies does not include an area for

private consultation and dialog between the patient

and the pharmacist. In addition to this lack of

privacy, pharmacists often experience other

environmental barriers to meaningful interaction

with their patients, including

e Insufficient supportive personnel,

e A heavy workload and backlog,

e People waiting to present prescriptions or receive
pharmacist assistance,

e Incoming phone calls and requests for information
or help from coworkers,

e Interns, and other staff, and

¢ Inadequate computer technology, software, and
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e Preparation for new consultation roles (Hattingh
et.al, 2016).

Provider Patient Interaction

Patients can play an important role in improving

patient safety by becoming actively involved in their

health care. Patients can act as ‘safety buffers’

during their care but the responsibility for their

safety must remain with the health care

professionals (Davis et.al, 2007). Clinical practice

often fails to optimize patient participation in

decisions about serious illness. Patients prefer that

the physician have most of the control over decisions

(Wancata et.al, 2016; Bradley et.al, 1996). Patients use

three main sources of information when making

decisions about their illness and treatment:

e Their personal experience with the illness and
various treatments;

e Information obtained from family, friends, and the
larger culture;

e And their interaction with health professionals.

The patient-clinician relationship has both emotional
and informational components — termed emotional
care and cognitive care (Di Blasi et.al, 2001).
Emotional care includes mutual trust, empathy,
respect, genuineness, acceptance and warmth (Ong
et.al, 1995). Cognitive care includes information
gathering, sharing medical information, patient
education, and expectation management. Providers
who adopt an autocratic approach assume a
dominant or controlling role, speaking with an
authoritarian tone and giving directions without
seeking patient input. In contrast, providers who
adopt a participatory approach collaborate with the
patient to develop a mutually acceptable treatment
plan, providing decisional support or guidance
without ignoring patient views and demanding
compliance with a certain therapeutic plan (Institute
of Medicine, US 2001).

a) Provider Instruction on Patient Comprehension
and Recall

Physicians and pharmacists continue to be the main
sources of drug information and advice given to
patients. Patients often receive information about
the drug name and recommended dose and dosage
frequency, but the majority of patients still receive
no specific oral counseling about the purpose of
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therapy, how long to take their medication, side
effects, other precautions, and when the medication
will begin to work (Zeng-Treitler et.al, 2008). In fact,
the quality of medication instruction by a provider is
a better predictor of patient comprehension and
recall than the patient’s age and education. Limited
literacy has repeatedly been linked to problems
comprehending health information, although the
majority of studies to date have focused on reading
various print health materials. Many older adults
may have difficulty remembering verbal instructions
conveyed during clinical encounters. Greater
provider awareness of the impact of low health
literacy on the recall of spoken instructions may
guide providers to communicate more effectively
and employ strategies to confirm patient
understanding (McCarthy et.al, 2012). Research also
has shown that there are substantial gains in patient
comprehension and recall when providers use™
e Written reinforcement and visual aids, including
printed leaflets or information sheets
e Expanded prescription labels and stickers
e Calibrated liquid measuring devices
e And special containers or calendars that indicate
exactly when each dose is to be taken.

Exhibit 2. Patient Low Health Literacy (LHL) and
Healthcare (Sudore et.al, 2009; Badarudeen et.al,
2010; Institute of Medicine, US 2004; Metin et.al,
2019; Spencer et.al, 2019; Polite et.al, 2019;
Reynolds et.al, 2019; Vernon et.al, 2007; DeWalt
et.al, 2011)

e It is estimated that close to half of the U.S.
population has limited health literacy.

¢ According to the Center for Health Care Strategies
(CHCS), LHL and insufficient patient education can
cost up to $236 billion every year.

e LHL is associated with multiple adverse outcomes
including rates of hospitalization and mortality.

¢ Patients with LHL are more likely to have poor
health status, higher rates of hospitalization, and a
nearly twofold higher mortality rate.

e They are also more likely to experience disparities
in health and health care access, have lower rates of
screening and preventive services, and obtain their
care in the emergency department.

e Furthermore, patients with LHL are more likely to
have poorer knowledge about their disease
processes, medication regimens, and methods for
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managing their disease. LHL also has a negative
effect on doctor-patient communication.

¢ The difficulty and length of informational materials
can interfere with the patient’s ability to
comprehend and recall advice.

¢ In general, patients have fewer difficulties if
providers simplify instructions by avoiding medical
jargon and using shorter words and sentences.

e In fact, the patients who received the difficult
leaflet made nearly the same number of medication
errors as those who received no information.

¢ Amelioration of health literacy of the caregivers
will have a direct effect on patient health and
prevention of complications.

¢ Knowledge of potential barriers to understanding
and completion may improve utilization of and
accuracy of patient responses to PFDI-20 and PFIQ-7
(US grade level questionnaire) in women with LHL.

e LHL patients did not appear to derive a greater
advantage from multimedia, computer-based
approach to improve knowledge, attitudes, self-
efficacy, and receptivity to cancer clinical trials.

e LHL is associated with challenges for those living
with HIV including medication non-adherence and
poorer health outcomes. AMSTAR checklist by
Reynolds et.al., 2019 reveals all of the studies
addressed the key significance of health literacy
within the scope of living with HIV disease.

b) Provider Support on Patient Motivation and

Evaluation of care

Being ill and undergoing treatment can involve

e A variety of stresses, practical problems, and

e Other concerns that adversely affect patients’
evaluations of treatment and their motivation to
perform difficult tasks such as changing an
unhealthy life-style, taking multiple medications,
tolerating adverse events, and maintaining a
positive self-image and outlook

Patients also develop more positive attitudes and

achieve better treatment outcomes when their

caregivers make a systematic effort to reinforce the

value of therapy. This reinforcement can take

multiple forms, such as

e Giving feedback to patients about their conditions
during follow-up medical and pharmacy visits,

e Encouraging patients to monitor their own
conditions with special devices, or making home
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visits to increase family support and
reinforcement. For example, experimental studies
in hypertension management have documented
substantial gains in patient adherence and clinical
outcomes if patients receive regular blood
pressure monitoring and feedback about their
condition from a pharmacist or nurse (Stewart
et.al, 2009; Akazawa et.al, 2018).

c) Provider Monitoring on Patient Feedback and

Satisfaction

Surveys suggest that patients experience a wide

variety of subjective and objective problems and

concerns that contribute to nonadherence,

dissatisfaction with care, and treatment dropout.

These barriers to treatment adherence include ~

e Doubts about the physician’s diagnosis or need for
treatment,

e Misunderstandings about the regimen,

o Difficulties remembering each dose,

e Doubts about the effectiveness of the prescribed
drug for their condition,

e Concerns about side effects and other bothersome
features of a drug,

e And fears about the long-term effects of treatment
or social stigma associated with certain conditions
or treatments (lowa Research Online).

At the same time, physicians and pharmacists do not
always ask patients about their medication concerns,
beliefs, understandings, and behaviors. While these
patient concerns can have detrimental effects on the
patient’s behavior, many patients are reluctant to
complain or ask their providers about their
medications. Providers who ask carefully designed,
open-ended questions about patient concerns and
adherence will be more likely to receive accurate
patient feedback than those who wait for their
patients to volunteer this information. community
pharmacists should equip themselves with
appropriate knowledge and competencies in order
to tender efficient and outstanding pharmaceutical
health care (Kelly et.al, 2014).

BEHAVIOR: AN EAST WEST ANALOGY

As reported by the WHO, patient adherence to long-
term therapies is alarmingly low in both developed
and developing countries (Anghel et.al, 2018). Nearly
50% of antibiotics are purchased and consumed
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without any medical supervision in most parts of the
world (Nepal et.al, 2018). Evil spirits are blamed for
epilepsy in most part of the world. Healthcare
providers’ understanding of their patients’
healthcare beliefs, values, and preferences is an
important feature of patient-centered care. The use
of herbal medicinal products and supplements has
increased tremendously over the past three decades
with not less than 80% of people worldwide relying
on them for some part of primary healthcare (Ekor
et.al, 2014). Medication nonadherence remains a
substantial public health problem. Worldwide,
between 25% to 50% of patients do not take their
medications as recommended. In the USA,
suboptimal adherence has been associated with
125,000 deaths, 10% of hospitalizations, and costs
300 billion USD annually (Zullig et.al, 2018). The
economic impact was also in PubMed and Scopus in
September 2017, which shows an increase in total
healthcare cost (>80%), pharmacy costs (70%),
inpatient and outpatient costs (50%), emergency
department visit and medication costs (<30%), and
hospitalization costs (<20%) (Cutler et.al, 2018).
Across South Asia, overall hypertension prevalence is
estimated to be 27%. Prospective Urban Rural
Epidemiology study has shown more than 50% are
unaware of it and up to 80% of hypertensive patients
have low adherence to medication (Naheed et.al,
2018). Uncontrolled BP was found more than 50% in
Bangladesh, 70% in Pakistan and almost 60% in Sri
Lanka (Jafar et.al, 2018). American Diabetes
Association and the European Association for the
Study of Diabetes guidelines in 10 developing
countries from Africa (Egypt, South Africa), Middle
East (Israel, Saudi Arabia, United Arab Emirates, Iran
and Lebanon) and South Asia (Bangladesh, India and
Pakistan) shows more than 25% and around 70%
patients did not have any follow-up visit by a
diabetologist or a GP, respectively. More than 35%
patients did not receive any diabetes education (Al
Mansari et.al, 2018). Lifestyle risk behaviors such as
smoking, poor diet, lack of exercise and alcohol
misuse contribute to a substantial burden of disease
and disability worldwide. In the UK, around 70% of
people engage in at least two of these behaviors
(Gate et.al, 2017). In the US, 78.6 million people,
being obese and the estimated annual cost of
obesity reaching approximately $147 billion (Shaikh
et.al, 2015). AUD was reported in nearly 30% in rural
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India (Lasebikan et.al, 2018) and SLT followed by
smoking and dual use of tobacco (paan, paan masala,
khaini, zarda and gutka) in nearly 50% (Thakur et.al,
2018). In 2015, along with China, India recorded the
highest number of obese children globally (Rai et.al,
2018).

BEHAVIOR: AN EAST WEST COMPARISON

Health Expenditure and Utilization in Western

Countries

e 25% of Hispanic patients report fear that insulin
causes blindness. Patients need information that
may not appear obvious to providers (Hu et.al,
2012).

e In 2015, nearly S$3 trillion USD were spent on
healthcare in the United States. 5% of the total
population consumes 50% of all healthcare
spending (Clewley et.al, 2018). Just over half (54%)
of healthcare funding in the United States comes
from private sources, in contrast to just under one-
third in Canada (30%) and Australia (32%) and
under one-fifth in the United Kingdom (18%).
Public sector spending per capita is more
consistent across countries (Canada's expenditure
is 5% greater than that of the United Kingdom and
20% greater than Australia's). During the year
2016, 91.2% of Americans had health insurance
coverage. Overuse has been best documented HICs
(Brownlee et.al, 2017).

e Australia has the highest number of MRI machines
among OECD countries (13.4) per million people
but has the lowest MRI exams (27.6) per 1000
people (Dixit et.al, 2018).

Misbeliefs, Superstitions and Poor Compliance in
South Asian Countries

In Pakistan, 10% ethnic respondents rely on arm
bracelet for pressure control and neem (Azadirachta
indica) for diabetes measure; nearly 30% rely neem
chicken pox and measles cure; 16% went to maulvis
for treatment of jaundice; for epilepsy management,
20% of patients were made to smell shoes and 11%
were taken to peers and faqirs (folk healers) (Bukhari
et.al). “Coining”, a similar belief in China, Indonesia
and many South Asian countries that rubbing coin
along with the skin will bring bad blood to surface.
Culturally in many parts of India, menstruation is still
considered to be dirty and impure. A nearly 90% of
women in India sometimes resort to using ashes,

Vol. 7, Issue 8 | pharmatutorjournal.com



- PharmaTutor

newspapers, dried leaves and husk sand to aid
absorption (Garg et.al, 2015). The trend towards
finding healers first and then doctors covers all fields
of medicine in India and beyond. It cannot be wrong
to show respect for cultural traditions and belief, but
if pursued without heed to possible harms that arise
from not seeking timely professional help the
situation could change. Furthermore, the situation
described is not unlike that which is commonly found
in China, where the two different types of medicine
(traditional and allopathic) generally work in parallel,
and have done for many years. In Bangladesh,
diarrhea and pneumonia cause death of more than
ten lac children every year. Majority parents seek
treatment from homeopaths, folk healers, retailers
or non-qualified allopath (Vanderlee et.al). A recent
study shows that half of the antibiotics are sold
without prescription in most of the South Asian
countries, people prefer self-medication rather than
visiting a doctor (Sutradhar et.al, 2014).

PHARMACISTS’ ROLE

Pharmacists Role in Improving Patient Behavior

1. Establish a relationship

2. Improve the patient and caregiver knowledge base
3. Utilizing digital health technology tools.

4. Providing incentives

5. Involve the caregiver (Paul et.al, 2015; Jolly et.al,
2014)

Importance of Patient Counseling

Patient counseling is necessary to reduce medication

errors and improve patient healthcare (Figure 2).

This leads to several potential benefits:

e Improved therapeutic outcomes and decreased
adverse effects

e Improved patient adherence to the treatment plan

e Decreased medication errors and misuse

e Enhanced patient self-management by involving
the patient in designing the therapeutic plan

ISSN: 2347-7881 | Vol 7, Issue 8

Potential for decreased health care costs due to

appropriate use of medications and prevention of

adverse events. The pharmacist also benefits in this

process. Potential benefits to the pharmacist in this

process include:

e Enhanced professional status in the view of
patients and other health care providers

e Establishment of an essential component of
patient care that cannot be replaced by technicians
or automation

e Enhanced job satisfaction through improving
patient outcomes

e A value-added service to offer patients

e Revenue generation through payment for
counseling services— limited at present but
growing

In short, it ensures positive outcomes on the
management of disease, including improved drug
compliance, better treatment endpoints, and patient
satisfaction (Fraser et.al, 2010). Approaches aimed at
promoting patient and family engagement in
treatment share the over-arching goal of changing
behaviors of patients, families, and healthcare
providers and possibly administrators. Patient
engagement interventions are complex by nature
and involve interacting components intended to
produce changes in outcomes and behavior (Michie
et.al, 2013; Carey et.al, 2018). Michie et.al have
generated a taxonomy of 93 BCTs in 16 categories
(Table 1) that can be used to specify, interpret, and
implement specific techniques used in patient and
family engagement approaches.

B / v

=

Figure 2. Patient Counseling

Table 1. Overview of patient behavior change techniques (Michie et.al, 2013)

BCT category Example and definition

Goals and planning

facilitators

Problem solving: analyze or prompt the person to analyze factors influencing the behavior
and generate or select strategies that include overcoming barriers and/or increasing

Feedback and | Feedback on behavior: monitor and provide information on evaluative feedback

monitoring
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Social support

Social support (practical): advise on, arrange, or provide practical help for the performance
of the behavior

Shaping knowledge

Instruction on how to perform the behavior: advise or agree on how to perform the
behavior

Natural Information about health consequences: provide information (written, verbal, visual)
consequences about health consequences of performing the behavior

Comparison of | Information about others’ approval: provide information about what other people think
behavior about the behavior

Associations

Prompts/cues: introduce or define environmental or social stimulus with the purpose of
prompting or cueing the behavior.

Repetition and | Behavioral practice/rehearsal: prompt practice or rehearsal of the behavior one or more

substitution times in a context or at a time when the performance may not be necessary in order to
increase habit and skill

Comparison of | Pros and cons: advise the person to identify and compare reasons for wanting and not

outcomes

wanting to change the behavior

Reward and threat

Social incentive: inform that a verbal or non-verbal reward will be delivered if and only if
there has been effort and/or progress in performing the behavior

Regulation Conserving mental resources: advise on ways of minimizing demands on mental resources
to facilitate behavior change

Antecedents Restructuring the social environment: change or advise to change the social environment
in order to facilitate performance of the wanted behavior or create barriers to the
unwanted behavior

Identity Framing/re-framing: suggest the deliberate adoption of a perspective or new perspective
on behavior (e.g., its purpose) in order to change cognitions or emotions about performing
the behavior

Scheduled Situation-specific award: arrange for reward following the behavior on one situation but

consequences not in another

Self-belief Verbal persuasion about capability: tell the person that they can successfully perform the

wanted behavior, arguing against self-doubts and asserting that they can and will succeed

Covert learning

Vicarious consequences: prompt observations of the consequences (including rewards and
punishments) for others when they perform the behavior

Benefits of Patient Compliance

The improvement of compliance (Figure 3) will result in a situation in which all parties benefit. Most importantly
patients benefit from the enhancement of the efficacy and safety of their drug therapy. Pharmacists benefit
because there is an increased recognition and respect for the value of the advice and service that they provide.
Pharmaceutical manufacturers benefit from the favorable recognition that accompanies the effective and safe
use of their drugs as well as from the increased sales resulting from the larger number of prescriptions being
dispensed. Finally, society and the health care system benefit as a result of fewer problems associated with
noncompliance. Although an increase in compliance will result in more prescriptions being dispensed and a
higher level of expenditures for prescription medications, this increase in costs will be more than offset by a
reduction in costs (e.g., physician visits, hospitalizations) attributable to problems due to noncompliance
(Mohiuddin, 2018; Christensen-Szalanski et.al, 1985).
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Figure 3. Compliance Monitoring
(Torres-Robles et.al, 2019). An increase
in the accessibility of health system
data and advancements in electronic
information of medication use has
permitted new insight into patients’
medication behavior. The increased
availability of big data in health has
enabled the utilization of quality
performance measurement across

‘\ various aspects. Specially, in pharmacy,
, I large data sets of prescription
\'.J \ dispensing information, also known as
S b S'l:l?rstgsf;‘:::d pharmacy claims or prescription refill
a:{Prgglr:sr;ng Doctor-developed data, have become more readily

and Activity FAQs

Ability to

available from the ease of electronic
information, making it useful for
analyzing medication adherence and

Add Custom Content providing a viable and economical
approach for its estimation in real time.

Frequently revealed in long-term

AndHeaft-Ir-_ monitoring are declining trends in

Entertainment Videos adherence, indicating the issue of
: maintaining adherence over time as
crucial as improving adherence at a
cross-sectional time point. Instant feedback during the dispensing process can allow the monitoring of patient
adherence in real-time, especially by community pharmacists, and therefore, trigger adherence interventions
when suboptimal adherence levels are identified. Interventions to improve medication adherence in research
projects delivered by community pharmacists have been shown to be more effective.

Conflict Resolution and Problem Solving

Because providers and patients are likely to have different viewpoints and agendas, some interpersonal conflict
or disagreement is inevitable during their interaction. This conflict is especially likely after patients have gained
more experience with their illness and recommended treatments. For example, providers may want patients to
comply as fully and rapidly as possible with their ideal treatment plan, whereas patients may prefer a slower or
less aggressive approach or even request alternative therapies that providers would consider ineffective,
inappropriate, or unnecessary. Providers also may consider certain side effects or drug-taking problems to be
clinically insignificant or trivial, while patients consider the same side effects or problems to be intolerable. As a
result, providers often are confronted with both explicit and subtle forms of negative feedback from their
patients (Figure 4) (eg, complaints about the drug or dosage schedule, admissions of nonadherence, reported
difficulties administering or paying for medication, expressions of fear and uncertainty about drug efficacy or
safety). In contrast, the participatory/collaborative approach involves acknowledging the legitimacy of patient
concerns, assessing patient concerns in a more thorough and respectful manner, tailoring or adjusting drug
regimens to fit patient routines and preferences, and negotiating mutually acceptable solutions. Patient
adherence is significantly improved if the dosage schedule has been tailored to the patient’s daily routine, if the
patient is allowed to change the regimen within a preapproved protocol, and if the patient identifies the areas in
which he or she would like assistance (Ramsay et.al, 2001; Van Keer et.al, 2015).
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Figure 4. Approaches to receive patient feedback

Managing Disruptive Patient Behavior

Patient aggression/disruptive behavior toward healthcare professionals is common and worldwide. These
include continual pacing, increasingly agitated appearance, abusive behavior (physical or verbal), obstructing the
provision of care, refusing to comply with physicians’ orders or caregivers’ efforts to provide care, providing
erroneous information on purpose, talking loudly or in an intimidating, confrontational, or disrespectful way,
making unreasonable demands or using inappropriate language, taking unauthorized drugs or drinking alcohol
while on hospital property, leaving the facility without proper authorization, purposely missing treatments or
not following through on tests ordered etc. (Chellew, 2016). In 2010, Warren Davis shot his mother’s orthopedic
surgeon before killing his mother and himself after he learned that back surgery had left his mother paralyzed.
In 2014, a strikingly similar situation occurred at Sacred Heart Hospital in Cebu City, Philippines, when a
wheelchair-bound patient, who was upset about not being able to walk after spinal surgery, shot and killed his
orthopedic surgeon before killing himself (Grissinger et.al, 2017). These behaviors have been linked to adverse
events, medical errors, compromises in patient safety, and even patient mortality (Chipidza et.al, 2016). For
example, among trainees in seven Canadian residencies, Cook et. al found that 50% of participants reported
psychological abuse by patients, with 10 to 15% reporting physical assaults by either patients or family members
(Sansone et.al, 2014). In the June 2013 American Nurse Today, 5.6% of Emergency Department (ED) nurses are
victims of violence daily, and over 28% of ED nurses experience verbal abuse (Sammer et.al, 2010). One study
conducted by researchers at the Portland, Oregon Veterans Administration (VA) Hospital found that 30% of
disruptive patients filed formal complaints about their care to outside third parties. Also, psychiatrists there
found that 25% of patients who were disruptive caused 38% of the incidents that had been reported. In
addition, they noted that disruptive behavior often escalated into more violent behavior (Youngberg, 2012).

Exhibit 2. Steps to be taken to assure that the organization promotes strong communication and a culture of
safety going forward (Chellew, 2016; Chipidza et.al, 2016)
e Consistent enforcement of the Code of Conduct, regardless of status or seniority (i.e. zero tolerance for
violations)
e Monitoring patients’ perceptions of ongoing communications
e Assessment of any reports of patients’ disruptive behavior or violence, unprofessional staff behaviors,
and any actual abuse or allegations of abuse and/or physical harm that may have resulted from
altercations
e Development of an interdisciplinary process for addressing adverse events/trends related to
unacceptable communication and/or disruptive behavior
o Medical staff members need to be included
e Representatives from key clinical and nonclinical departments should participate, including human
resources and educators
e Executive leadership involvement is important
e Implementation of additional strategies to promote further improvements in communication styles and
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to reduce future patient/family/caregiver misunderstandings and frustrations
e Recognizing patient anger increases safety for both physicians and patients.
e Anger, initself, has a differential diagnosis that physicians should keep in mind.

Exhibit 3. BLAST Approaches to Complain Resolution (Steinman et.al, 2013)

B Believe Patients expect to be believed, and belief conveys understanding, support, and
empathy. Empathy, the ability to comprehend and communicate understanding of
another’s emotions and their attached meanings, is highly beneficial in complaint
resolution and is fundamental to good doctor-patient relationships.

L Listen Active listening requires that the clinician silence his/her inner voice and calmly and
patiently attend to the patient without reacting or preparing a rebuttal. Within limits,
tolerate anger, rudeness, obscenities, fabrications, exaggerations, personal criticism,
histrionics, and repetition. Calmly give the patient his/her uninterrupted “magic
minute” to describe, explain, criticize, and vent while conveying a sincere interest in
hearing the patient. This is facilitated by sitting and facing the patient with an open,
relaxed posture; making eye contact, and offering expressions of understanding.
Maintaining a quiet mind, emotional control, and attentive posture demonstrates that
the clinician is unrushed and empathetic.

A Apologize The doctor then offers an apology for what the patient is experiencing and for his/her
unmet expectations. This apology need not be an expression or acceptance of
responsibility. Patients with legitimate complaints deserve an apology, those without
legitimate complaints still expect one, and a well-worded apology further defuses the
situation. This is why restating patients’ complaints in terms of unmet expectations is
useful. The apology is an avenue for providing explanations without appearing
defensive or accusatory.

S Safety The clinician then strives to satisfy the patient. If the patient’s suggestions are
reasonable, the clinician can simply accede to them. Otherwise, calmly explain why
they may not be the best choice,13 propose two or three options (any more is
potentially confusing), and let the patient choose. This gives the patient a sense of
involvement and control. When the patient has chosen and the details explained, be
certain to verify that the patient is satisfied with the solution.

T Thank Finally, thank the patient for expressing his/her complaints and concerns and providing
a second chance to satisfy him/her. Then follow up either by telephone or at the next
visit to further demonstrate concern for what upset the patient and ensure satisfaction
with the outcome.

The Health Collaboration Model

Health Collaboration Model highlights the central role of patient feedback and collaborative problem solving in
health care. Each box represents a different set of provider behaviors or background factors affecting the
collaboration process; whereas, each circle represents a different set of patient cognitions, beliefs, behaviors, or
clinical outcomes affected by collaboration and background factors (Mays, 1998). Health Collaboration Model
highlights the central role of patient feedback and collaborative problem solving in health care. The diagram is
best understood by beginning at the left side of the diagram and following each arrow in numerical order. Each
box represents a different set of provider behaviors or background factors affecting the collaboration process;
whereas, each circle represents a different set of patient cognitions, beliefs, behaviors, or clinical outcomes
affected by collaboration and background factors (National Academies Press, US 2013).
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Figure 5. Health collaboration model (Pharmaceutical Press).

The top part of the model (arrows 1-5) emphasizes
the various factors that can impact the patient’s
initial reactions after receiving a new prescription or
other new regimen; whereas, the bottom part of the
model (arrows 6—13) emphasizes the various factors
that can impact the patient’s behavior after he/she
has experienced the drug and barriers to adherence.
First, we see that patient, provider, drug, and
environmental factors (arrow 1) can impact both
provider and patient behavior during the initial
stages of collaboration and treatment, including the
quality of provider instruction and support, patient
comprehension/ recall and motivation, and initial
patient adherence and barriers to adherence. During
the initial stages of collaboration, the provider plays
a critical role in facilitating and verifying patient
comprehension/recall of the regimen (arrow 2). The
provider also plays a critical role in facilitating and
verifying the patient’s initial motivation and
satisfaction with the regimen (arrow 3). It is not
enough to give drug information. Rather, the
provider must assess the individual's initial
understandings and beliefs and make adjustments as
necessary. In some cases, he/she will need to
provide additional instruction or reinforcement to
make sure the patient will understand and
remember the dosage schedule. In other cases,

he/she will need to provide additional informational,
social, or technical support to address the
individual’s initial doubts or concerns about the drug
and its short-term or long-term effects. If effective
collaboration occurs at this stage, then the patient
will have greater comprehension/recall and greater
motivation which, in turn, lead to greater initial
adherence and fewer barriers to adherence (arrows
4-5). The bottom part of the model draws attention
to the fact that patients actively monitor their
reactions to drug therapy and experience a variety of
barriers to adherence after initiating therapy. They
may find it difficult to remember each dose or simply
question whether the drug is still needed or working
for them. They also may experience unwanted
effects or have concerns about high drug costs,
possible dependence, or unknown long-term effects.
Since these patient-perceived barriers seriously
undermine the patient’s willingness and ability to
continue therapy as prescribed, patient feedback
plays a central role in follow-up visits with the
provider (as shown in Fig 1). Soliciting accurate
patient feedback is a complex process that depends
on: the patient’s personal experience with the drug
(arrow  6); background characteristics and
expectations of the patient and provider,
characteristics of the drug and environment, and
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past patient-provider interactions (arrow 7); and
quality of provider monitoring. Providers who
regularly ask carefully designed, open-ended
questions in a supportive, non-accusatory manner
can be very successful in soliciting negative patient
feedback even among patients who initially appear
reluctant or hesitant to share their personal doubts,
difficulties, and concerns. The provider who is able to
solicit accurate patient feedback is then able to
resolve patient-specific problems and provide
appropriate reinforcement as necessary (arrows 9—
10). This type of two-way communication and
collaborative problem-solving leads to greater
patient satisfaction and adherence (arrow 11) and
enhanced treatment outcomes (arrow 12). The final
arrow (14) illustrates the importance of past
interactions and treatment experiences in
establishing and maintaining a trusting relationship
that is the cornerstone of effective health and
pharmaceutical care.

Health Collaboration Model can play an important

role in pharmacy practice and research.

e |t enables pharmacy practitioners and researchers
to organize large amounts of information that
would otherwise be confusing or difficult to
interpret and use.

e |t enables pharmacists to identify potential
connections and implications that are not obvious
when examining results from a single study or set
of observations.

e |t can be used as a stimulus and guide for further
discussion, evaluation, and practice development.

o |t helps us see that the patient’s behavior depends
more upon the patient’s beliefs, feelings, and
interactions than on the patient's medical
diagnosis or severity of illness.

Article Summary
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e |t also helps us see pharmacists who have a good
understanding of patient behavior can have a
positive impact on treatment outcomes by
providing quality instruction, support, monitoring,
and collaborative problem-solving and
reinforcement (Saulnier et.al, 2018; Philip et.al,
2013).

CONCLUSION

The comparative study shows different perspective
of patient behavior in modern world and in
Bangladesh. Reasons are found to cultural and
economic differences. Pharmacists and other
healthcare providers also have different strategies to
promote patient behavior change, spent times with
patients. High patient activity change support system
should validate their efficiency and professionalism.
But reality is that no graduate pharmacist is working
in retail pharmacies or Government hospitals of
Bangladesh except very few tertiary private
hospitals. To attain the ideal healthcare service
doctor, pharmacist, nurse and other healthcare
professionals must work together. It is noteworthy
to mention that any interruption in the team work
will disrupt the whole health system and patient care
service will never be achieved. At the same time,
physicians and pharmacists do not always ask
patients about their medication concerns, beliefs,
understandings, and behaviors. While these patient
concerns can have detrimental effects on the
patient’s behavior, many patients are reluctant to
complain or ask their providers about their
medications. Providers who ask carefully designed,
open-ended questions about patient concerns and
adherence will be more likely to receive accurate
patient feedback than those who wait for their
patients to volunteer this information.

Patients today are considered to be thinking, able decision makers who can play an important role in the treatment
process. Because patients are now recognized as active individuals, more attention is being paid to ways of restoring health
or slowing illness progression through improved provider-patient communication and patients’ involvement in their own
treatment. Emphasis therefore is placed on a range of patient treatment behaviors including sharing beliefs and
expectations, asking questions, adhering to regimens, using home monitoring devices, keeping appointments, identifying
and reporting side effects and drug-taking problems, and other valuable forms of communication that are necessary in

contemporary health care.
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