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Purpose of Module
This module provides a high-level overview of evidence-based information related to medication
management and adherence. It is designed to promote and supplement your current quality
improvement efforts.
Sections are highlighted by the acronym “MEDS”:
• Medication Adherence Strategies: What Can We Do?
• Engaging a Pharmacist as Part of the Care Team
• Delivering Effective Communication
• Support for Providers & Patients: Using the Tools at Hand
Please Note: Guidelines and recommendations referenced in this module are to be used along
with physician/clinician judgment, treatment and based on individual patient’s unique needs and
circumstances.

Introduction
One-fourth of new prescriptions are never filled — and even when filled, up to 50% of patients with
chronic conditions fail to take their medications as prescribed. These statistics reflect the situation
before Coronavirus (COVID-19) led to social distancing and stay-at-home orders that may make the
situation worse.
Medication nonadherence can lead to serious health
consequences and higher medical costs. According to an August
2020 Medical Economics Journal article, medication nonadherence
results in approximately 125,000 deaths and up to 25% of
hospitalizations each year, which is estimated to cost the U.S.
health care system nearly $300 billion.
As the United States health care system combats the next wave of
COVID-19, medication adherence has never been more critical,
especially for elderly patients and those with chronic conditions
who are most susceptible to complications, including death, from
COVID-19, according to the Centers for Disease Control and
Prevention (CDC).

Medication
adherence
can be defined
as the extent to
which a patient’s behavior
corresponds with the
prescribed medication
dosing regimen, including
time, dosing and interval of
medication intake.

To protect the most vulnerable patients, health care professionals must work together to identify the
underlying reasons patients aren’t taking their medications as prescribed and provide solutions that
improve adherence.
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Medication Adherence Strategies: What Can We Do?
Rapid changes in the healthcare environment has resulted in an increasing amount of information
to take in, disseminate, document, and track. In light of your growing to-do list, Quality Insights has
compiled a selection of medication adherence strategies to help streamline the care you provide
and increase adherence.
Short on time to review these resources? Contact your Quality Insights Practice Transformation
Specialist to help you quickly decide which options are best for your setting.

The Adherence Estimator®
The Adherence Estimator® is a patient-centered resource designed to
help you gauge a patients' likelihood of adhering to newly prescribed
oral medication for certain chronic, asymptomatic conditions.
Patients respond to three brief statements that provide a score (high,
medium or low) indicating the probability of medication nonadherence
to a newly prescribed oral medication for certain chronic
asymptomatic conditions.
Incorporate this tool into your workflow in one or more of the following ways:
• Quickly assess adherence at determined intervals by utilizing the online assessment link
during medication reconciliation and enter results in a structured data field.
• Print a copy of the Adherence Estimator® for patients to complete in the waiting room or
during their office visit. Document results and scan the form to the patient record.
• Learn more about the validity of this tool by reviewing this 2009 study titled, The Adherence
Estimator: a brief, proximal screener for patient propensity to adhere to prescription
medications for chronic disease.
• Download these patient resources from Quality Insights designed to promote increased
understanding of Adherence Estimator® results:

Medication
Adherence Estimator:
How to Respond to
Concerns of Patients
with Chronic Disease

The Online Medication
Adherence Estimator:
Addressing Your
Medication Concerns
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Million Hearts® Medication Adherence Tools & Tip Sheets
Get proven strategies and printable guides to help your patients
understand the importance of taking their medications as directed
from Million Hearts®. Featured resources include:
•
•
•

Medication Adherence Video: Tips for Taking Blood Pressure
Medicines as Directed (available in English and Spanish)
Improving Medication Adherence for Patients with
Hypertension: A Tip Sheet for Healthcare Professionals
Patient Visit Checklist: Supporting Your Patients with High
Blood Pressure

Medication Adherence Action Toolkit
Developed and implemented by the New York City (NYC) Department of Health and Mental Hygiene
(DOHMH), with help from the Fund for Public Health in New York (FPHNY), the Medication
Adherence Action Toolkit provides simple clinical tools responding to the needs of clinicians and
pharmacists working in busy primary care practices serving patient populations affected by multiple
chronic diseases. Highlighted resources include:
•
•

My Health Goals Self-Management Worksheet: Medicine: Myths vs. Facts
Improve Medication Management with Electronic Health Records

Engaging a Pharmacist as Part of the Care Team
Utilizing a Pharmacist
A 2020 Research in social & administrative pharmacy
article suggests the contribution of community
pharmacists in facilities to manage chronic conditions and
promote medication adherence during the COVID-19
pandemic will be essential in easing the burden on already
strained health systems.
Incorporating pharmacists in team-based care models
increases patient awareness of the importance of medication adherence and further encourages
and supports behavior change and self-management of many chronic illnesses and diseases. The
expanding role of pharmacists and their position to have greater impact can be reviewed further in
the CDC Grand Rounds presentation, How Pharmacists Can Improve Our Nation’s Health.
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Here are three ways pharmacists can add value to your patients and practice:

1.

Medication Therapy Management (MTM)

The American Pharmacists Association (APhA) describes MTM as a broad range of health
care services provided by pharmacists. A pharmacist may provide MTM services in all care
settings (e.g., pharmacies, health care clinics, community settings) and seek to ensure that the
medication is optimal for the patient and that the best possible outcomes from treatment are
achieved.
Pharmacists use MTM to help patients get the best benefits from their medications by working with
patients to actively manage drug therapies and by identifying, preventing, and resolving
medication-related problems.

FREE E-COURSE FROM QUALITY INSIGHTS:
Learn How You Can Refer Patients for No-Cost Medication Therapy Management
Through a partnership with the Delaware Division of Public Health and the
Delaware Pharmacists Society, you can refer certain patients to no-cost
MTM. Learn more about the evidence supporting MTM, benefits of
provider-pharmacist collaboration, and the referral process by enrolling in
Quality Insights’ EDISCO e-course. This course is available FREE exclusively
to Delaware providers and practices and includes all the information you
need to take advantage of free MTM through June 30, 2021.

2.

Team-Based Care

Because they often work in the local
community, pharmacists extend the health
care team from the health care setting into the
community. Consequently, pharmacists are some of the
most accessible health care professionals. Research
shows real value in pharmacists’ management of
diabetes and heart disease, resulting in contained or
reduced overall health care costs.
Engaging pharmacists as members of the health care
team can help relieve provider workload, increase
efficiency and help care team members stay updated on
best practices. For initial action steps related to
incorporating a pharmacist in your care setting, visit the
Primary Care Team Guide website.

The Benefits of PharmacyBased Interventions
Community Preventive
Services Task Force finds
that tailored pharmacy-based
interventions to increase medication
adherence are cost-effective for
cardiovascular disease prevention.
When used for cardiovascular disease
management, these interventions can
lead to a favorable return on
investment. The systematic review of
economic evidence included 38
studies published through May 2019.
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3.

Partnering to Provide Optimal Patient Care

Interested in learning more about ways you can work together with a pharmacist to
improve patient medication adherence outcomes? The Delaware Pharmacists Society is a
community of pharmacists, students, technicians, and others working together to promote and
improve the profession of pharmacy.

Make the Most of Your On-site Care Team Pharmacist
If your practice engages an on-site pharmacist, adapt this workflow from Quality Insights to
optimize the collaboration for patients with hypertension.

Delivering Effective Communication
Teach-Back Method
According to the Institute of Healthcare
Communication, patients’ perceptions of the
quality of the health care they receive is highly
dependent on the quality of their interactions
with their health care clinician and team.
The connection that a patient feels with
his/her clinician can ultimately improve their
health, mediated through participation in
their care, adherence to treatment and
patient self-management.

Teach-Back Works!
A November 2020 article published in
the Journal of the American Board of
Family Medicine found that at the
one-year follow-up, patients whose
care providers used teach-back with
them were 20% less likely to have
diabetes-related health
complications, including heart disease
and kidney or eye issues.

How can we more effectively engage with patients
and families?
One evidence-based method to achieve this goal is
through use of the teach-back method. This
communication can be an effective method for
healthcare providers to:
1. Ensure they have explained medical information
clearly, and;
2. That their patients understand what is communicated
to them.
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The Agency for Healthcare Research and Quality (AHRQ) offers a suite of helpful resources to
assist health care providers and staff in journey to implementing the teach-back method,
including:
Care Team Role
Clinicians

Resource
Teach-Back Quick Guide - Full
Teach-Back Quick Guide - Pocket
Conviction and Confidence Scale

Practice Staff

Teach-Back: A Guide for Staff
Are You Using Teach-Back?
Survey

Patients & Families

A Patient’s Guide to Teach-Back

Description
Job aid that contains tips and examples
of plain language, which can be handed
out as pocket card or posted at
workstations.
Self-assessment for clinicians to
evaluate confidence in using teach-back.
Handout that explains the goal of teachback, the teach-back process, and the
role of practice staff in implementation.
Short survey for all members of the
practice (clinicians and staff) to assess
the use of teach-back.
Poster, flyer, or handout that explains
the goal of teach-back and the patient
and family role in teach-back.

The Value of Assessing Health Literacy, Cultural Competency and Language Barriers
A 2019 article featured in Harvard Public Health Review
includes three main components to effective
communication in the healthcare setting:
1. Health literacy
2. Cultural competency
3. Language barriers
When any one of these components is compromised,
effective communication does not occur.

What is health
literacy?
Health literacy is
defined as the
degree to which
individuals have
the capacity to
obtain, process,
and understand
basic health information and
services needed to make
appropriate health decisions.

Health care literacy is determined by the comprehending
ability of the patient and the complexity of the healthcare
system. The health care system has grown increasingly
more complex and possesses a high barrier-of-entry with
regard to knowledge base. In a single encounter, the
Source: Institute of Medicine,
health care system demands that patients be aware of a
Health Literacy: A Prescription to
myriad of complex topics (for example, health insurance
End Confusion, 2004
reimbursement, evidence-based reasoning for diagnoses,
acute medical interventions, lifestyle and medication selfmanagement of chronic conditions, etc.). The ability to comprehend these topics demands a high
knowledge base that many patients simply do not have.
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There are a variety of resources available to healthcare providers and staff to help them develop and
provide quality health care communications in their clinical setting:

•
•
•
•

•
•
•

AHRQ Health Literacy Library: Created to help healthcare professionals and delivery
organizations make information easier to understand and systems easier to navigate.
AHRQ Health Literacy Measurement Tools: Includes a variety of validated screening tools for
assessing health literacy.
CDC Health Literacy Website
CDC Train Online Course: Culture & Health Literacy: Beyond Access: Discusses how
inequalities in health information contribute to unequal treatment and health outcomes for
some populations (health disparities) and what communities can do to close the gap and
improve health literacy.
National Network of Libraries of Medicine’s (NNLM) recording, Effective Health
Communication and Health Literacy on YouTube
NNLM Consumer Health Information in Many Languages Resources
MedlinePlus Easy-to-Read Health Education Materials
o Use Medicines Wisely, English and Spanish
o Use Medicines Safely, English and Spanish

Text Messaging for Increased Patient
Engagement
Do you ever get the feeling that patients are
ignoring your phone calls? If so, you’re not alone.
While phone communication may have been the
best option in the past, most patients ignore 90% of
the phone calls they receive. Practices may leave
voice messages if they can’t reach the patient by
phone, but oftentimes these messages also go
unnoticed or unheard.
Utilizing a texting solution can be a convenient option for health care practices and patients alike.
Systems can be integrated with the existing patient management system, to make it conducive for
providers to keep a record of text messages sent and received with the patient’s other medical
records. They can also be managed from the practice’s desktop computer, making it easy for office
staff to see when a text has been received, and respond quickly.
Review these resources for more information:
•
•
•

13 Stats on Why Text Messaging Should be Next for Your Practice
Text Messaging in Healthcare Research Toolkit: Developed by the University of Colorado,
this extensive toolkit was developed for medical and health services researches who are
planning to use text messaging as part of a healthcare intervention.
Pledge to Take Your Meds Medication Reminder: Patients can sign up on the website to
receive medication text reminder messages.
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•

Click here to learn more about how one text messaging system, called BPMED, has been
used to improve the quality of medication management through increasing medication
adherence in African Americans with uncontrolled hypertension.

Support for Patients & Providers: Using the Tools at Hand
Patient Resources
Phone Apps to Improve Medication Adherence
Most patients today have easy access to a smartphone—why not encourage
them to use a free medication tracking app to help them manage their
medicines at home?
The options below are provided for informational purposes only and do not
imply endorsement by Quality Insights.
•
•
•
•

Quality Insights’ Free Apps to Help You Better Manage Your Medicines
Quality Insights’ Keep Hypertension Under Control with these Smartphone Apps
Quality Insights’ Free Apps to Help You Better Manage Your Diabetes
MyMedSchedule Plus: Designed to give patients and caregivers access to their medication
schedules anywhere they go.

Medication Cost Reduction Resources
If your patients experience financial challenges affording their
medications, consider the following options:
•
•
•
•

Coupons for medications
Increasing the prescription to a 90-day supply instead of 30-day
supply, to reduce co-pays
Checking their insurance plan to see if a mail-order service is
covered to prevent trips to the pharmacy (if costly transportation
is part of the issue)
Suggesting other cost-reduction resources, such as:
o Findhelp.org (formerly Aunt Bertha)
o United Way 2-1-1
o Needy Meds
o Partnership for Prescription Assistance: Medicine Assistance Tool
o Benefits Checkup
o Eldercare Locator
o HealthWell Foundation
o Family Caregiver Alliance (support and resources for family caregivers of adults)
10

o

o

Insulin Cost Savings Toolkit: Developed by Dr. Diana Isaacs, PharmD, BCPS, BC-ADM,
BCACP, CDCES in collaboration with the Association of Diabetes Care & Education
Specialists, this document provides ready access to patient assistance programs, specific
to manufacturer and product.
Insulinhelp.org: An affiliate site of the American Diabetes Association (ADA), this website
provides valuable information that helps patients readily identify the type of information
they should have available when applying for assistance, contact information for insulin
manufacturers and assistance programs, and outlines manufacturer-specific COVID-19
coverage enhancements. Patients can call 1-800-DIABETES during normal business hours
to receive direct assistance and interpreter service is available.

Script Your Future: Pledge to Take Your Meds
Led by the National Consumers League, Script Your Future is a national initiative to raise awareness
about medication adherence, which includes the patient campaign known as “Pledge to Take Your
Meds.” In partnership with over 130 public and private stakeholder organizations, the campaign
offers adherence resources to help patients and the health care professionals who care for them.
Patients can participate in the campaign for
free by visiting the website, where they will
find easy-to-understand medication
adherence resources, including a medication
wallet card (available in multiple languages),
signing up for medication text alerts and
creating their own personal pledge to take
their medications.

BeMedWise Program at NeedyMeds: Free Printable Resources
BeMedWise Program at NeedyMeds, formerly the National Council on Patient Information and
Education (NCPIE), encourages healthcare professionals and community groups to foster patient–
professional communication about medicines. Visit its extensive patient resource library to access
relevant patient medication adherence resources, including:
•
•
•
•

Your Medicine. Be Smart. Be Safe.: Available in English and Spanish
Must Ask Questions: What You Need to Ask Your Healthcare Provider and Pharmacist about
Your Medications
Do’s and Don’ts of Medicine Disposal
Drug Discount Card
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Provider Resources: Podcasts & Webinars
CME Webinar: AMA STEPS Forward: Medication Adherence
Learning objectives for this module include defining medication
adherence and its importance for patient health, recognizing the
importance of developing a routine process for inquiring about
medication adherence, identifying top reasons for patients' intentional
nonadherence to medications, and explaining the importance of a
personalized approach to medication adherence and patient involvement in treatment plans. The
American Medical Association (AMA) designates this enduring material activity for a maximum of
.50 AMA PRA Category 1 Credit™. Access the module here.

Webinar: Working with Pharmacists to Increase Medication Therapy Management
This National Forum for Heart Disease & Stroke Prevention webinar discusses ways to bring physicians,
pharmacists, social workers, and public health together to inform, discuss and encourage use of
pharmacists in the team-based medication management therapy model and work to identify innovative
reimbursement methods. Listen to the recording here.

Webinar: The Top 5 Barriers to Medication Adherence
In this webinar, Jenny Glennon, PharmD, RPh, will discuss the top struggles with medication
adherence in populations and how to use predictive analytics, tailored outreach, patient
engagement, and behavior change programs to overcome them. Listen to the recording here.

Podcast: Building Trust to Support Medication Adherence
In this October 2018 American Medical Association (AMA) Doc Talk podcast, Marie T. Brown, MD,
discusses how to create connections with patients to support medication adherence. Listen to the
recording here.

Podcast: ADA Diabetes Insight: Medication Adherence
Patients with type 2 diabetes may have complex medication regimens or adverse experiences with
medication, which may present barriers to adherence. Learn how healthcare providers can consider
patient capacity, goals for health care and current lifestyle when developing self-management
regimens and prescribing medications. Listen to the recording here after registration.

NEW Podcast: Medication Therapy Management Program - A
Pharmacist’s Perspective
Quality Insights recently released a new podcast featuring Dr. Leslie
Bawuah, a pharmacist who is partnering with Westside Family
Healthcare to offer its patients medication management therapy
(MTM). In this podcast, Dr. Bawuah gives her perspective on what MTM
is and how it benefits patients. She provides insight into what the
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workflow looks like between the pharmacist and medical providers.
Dr. Bawuah is a true champion of this work and provides anecdotes and facts that help paint a
picture of what MTM can offer to patients and practices. Click here to access the podcast.
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Appendix A: Care Team Interventions to Implement
American Heart Association CVD Primary Prevention Guidelines*
The American Heart Association’s 2019 Cardiovascular Disease (CVD) Primary Prevention Guidelines provides a list of the Ten Top Things to Know.
All members of the primary care team can play a valuable role in helping patients to avoid cardiovascular disease.
AHA Guideline

Intervention

Care Team Member(s)

Prevent atherosclerotic vascular disease,
heart failure, and atrial fibrillation by
promoting healthy lifestyles throughout
life.
Use a team-based approach to prevent
CVD.

Provide all patients with information
about heart healthy programs.

All clinical staff, such as MAs
during patient rooming.

Collect race/ethnicity from all
patients.

Front desk staff.

Evaluate the social determinants of health
(SDOH) that affect individuals to inform
treatment decisions.

Implement validated SDOH screening
tool.

Adults 40-75 years being evaluated for CVD
prevention should undergo 10-year risk
estimation and should have clinicianpatient risk discussion before starting on
pharmacological therapy, such as
antihypertensive or statin.

Screen for risk factors and apply raceand sex-specific modifiers for
asymptomatic adults.
Manage hypertension and blood
cholesterol, use clinical guidelines.
Where appropriate, assess risk using
coronary artery calcium scanning.

Depending on workflow
preferred: front desk staff
distribute paper screener;
clinical staff verbally interview
patients.
Providers review responses and
promote dietary changes and
make referrals as needed.
Provider

Resources
• CDC 6 Strategies to Live a Heart
Healthy Lifestyle
• AHA’s Be Healthy for Good with
Life’s Simple 7
• Quality Insights practice module:
Social Determinants of Health and
Workflow Modifications
• PRAPARE Tool Kit

• American College of Cardiology
ASCVD Risk Estimator tool

AHA Guideline
All adults should consume a healthy diet.
For adults with overweight/obesity,
comprehensive lifestyle interventions,
including counseling and caloric
restrictions, are recommended for
achieving and maintaining weight loss.

Intervention
Provide all patients with nutrition
information.
For patients with hypertension,
provide DASH diet information and
promote self-monitoring of blood
pressure.
For patients with overweight/ obesity,
administer prediabetes risk tests and
offer information weight
management.

Adults should engage in at least 150
minutes per week of accumulated
moderate-intensity physical activity or 75
minutes per week of vigorous-intensity
physical activity.
For adults with type 2 diabetes mellitus,
lifestyle changes, such as improving dietary
habits and achieving exercise
recommendations, are crucial.

All adults should be assessed at every
healthcare visit for tobacco use, and those
who use tobacco should be assisted and
strongly advised to quit.

For patients with prediabetes, refer to
National Diabetes Prevention Program
(National DPP).
Counsel all patients about physical
activity recommendations. Provide
educational materials.
Refer patients to Diabetes SelfManagement Education and Support
(DSMES).

Ask every patient about tobacco use.
Provide smoking cessation assistance.

Care Team Member(s)
Clinical staff who weighs
patients and document BMI
data; clinical staff who take
blood pressure.
Providers review and promote
dietary changes and refer to
lifestyle change programming.

Resources
• AHA’s Life Simple 7 – Eat Better
• AHA’s Life’s Simple 7 – Manage
Weight
• DASH Your Way to Lower Blood
Pressure
• Tips for Taking Your Own Blood
Pressure Readings
• CDC Prediabetes Risk Test
• National Diabetes Prevention
Program Referral Checklist
• CDC Recognized Lifestyle Change
Programs

Providers and clinical staff, such
as MAs during rooming process.

• AHA’s Life’s Simple 7 –Move More

Clinical staff performing
medication reconciliation.

• DSMES Referral Checklist for
Primary Care Practices
• Find a DSMES Program in PA

Providers review responses and
promote dietary changes and
refer to lifestyle change
programming.
Clinical staff, such as MAs
during rooming process.
Providers review responses and
promote cessation and referrals
to tobacco cessation program.

• AHA’s Life’s Simple 7 – How to
Quit Tobacco
• PA Free Quitline

AHA Guideline
Aspirin should be used infrequently in
routine primary prevention of ASCVD
because of lack of net benefit.
Statin therapy is first-line treatment for
primary prevention of ASCVD in patients
with elevated LDL-C, those with diabetes
who are age 40-75, and those at sufficient
ASCVD risk after clinician-patient risk
discussion.
Nonpharmacological interventions are
recommended for all adults with elevated
BP or HTN.

Intervention

Care Team Member(s)

Resources

Evaluate use of aspirin therapy based
on patient age and risk-enhancing
factors such as family history, ability
to achieve lipid, BP, or glucose targets.
Assess LDL-C and related risk factors.
Initiate risk/benefit discussion.

Provider

• 2019 ACC/AHA Guideline on the
Primary Prevention of
Cardiovascular Disease

Provider

• 2018 Guideline on the
Management of Blood Cholesterol
• Statin Choice Decision Aid

Assess BP for all patients and
recommend evidence-based lifestyle
programs where appropriate.

Clinical staff with provider
reinforcement

• Million Hearts® Hypertension
Control Change Package

For those requiring pharmacological
therapy, target BP should generally be
<130/80 mm Hg.
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Jr, Virani SS, Williams KA Sr, Yeboah J, Ziaeian B. 2019 ACC/AHA guideline on the primary prevention of cardiovascular disease: a report of the American College of
Cardiology/American Heart Association Task Force on Clinical Practice Guidelines [published online ahead of print March 17, 2019]. Circulation. 2019: DOI:
10.1161/CIR.0000000000000678.
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