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ABSTRACT 

Purpose: To explore the relationship between beliefs about medication and 

medication adherence in the older adult. 

Organizing Constructs: Medication adherence and beliefs within the framework 

of Orem's Self -Care Theory. 

Study Design: This exploratory study uses a correlational design to survey a 

convenience sample of older adults. 

Methods: A convenience sample of 30 older adults, living independently, at least 

65 years of age, and taking at least 3 prescription medications per day, were surveyed to 

identify factors that may influence medication non -adherence. Participants were asked to 

complete a demographic questionnaire, the Beliefs about Medication Scale, and the 

Morisky Medication Adherence Scale. Descriptive analyses and Pearson Product 

Moment Correlation Coefficients were conducted. 

Results: A relationship between beliefs and medication adherence was not 

identified in this group of older adults. 

Conclusion: Beliefs may be an important factor in medication adherence. Further 

research is needed to explore the relationship between the two concepts in a less 

homogeneous sample. 
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Chapter I 

INTRODUCTION 

The United States has a large community of older adults that is continually 

growing. It is estimated by the Congressional Budget Office that there will be a 90% 

increase in the older adult population over the next 30 years. This increase is due to the 

aging baby -boom generation (McGarry- Logue, 2002). In comparison, the number of 

individuals below 65 years of age will only increase 15% (McGarry- Logue). 

With increasing age and a decline in health, the older adult is faced with an ever - 

increasing need for healthcare. Healthcare intervention commonly includes medications 

for this group of aging individuals. Salzman (1995) found that 67% to 80% of elderly 

non -institutionalized ambulatory elders receive medications. The overall mean number 

of drugs used by 65- year -old individuals in one survey was 2.87 per day (Salzman). 

Additionally, Ennis and Reichard (1997) found that ambulatory older adults take a mean 

of 7.9 drugs per day. The number of medications increases to a mean of 8 medications 

per day when the patient becomes institutionalized or enters a residential care facility 

(Salzman). Some of these aging individuals are prescribed as many as 13 different 

medications over the course of a year (Salzman). Older adults are prescribed and 

consume the largest number of medications per person when compared to any other age 

group. As the number of older adults increases nationally, the number of older adults on 

medication will undoubtedly increase. 

Definitions 

Older adult: for the purpose of this study, is defined as male or female 

individuals over the age of 65. 
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Adherence (compliance): A continuum from total adherence to total non- 

adherence. The extent to which a patient's behavior coincides with medical advice 

(Tabers, 2001). Compliance is a willingness to follow or consent to the wishes of another 

person. Adherence is the action of sticking to, supporting or following a person or an 

idea. Compliance and adherence will be treated interchangeably (McGraw & Drennan, 

2001). 

Non- adherence (non -compliance): A point on the adherence continuum when the 

patient fails or chooses not to carry out that portion of the medical care plan under their 

control. Non -adherence has been defined as intentional and unintentional. Intentional 

non -adherence occurs when the patient chooses not to follow medical advice through 

informed choice and argues that doing so is in their best interest (McGraw & Drennan, 

2001). Unintentional medication non -adherence lacks informed choice and may be 

secondary to many other factors outside of their control (Salzman, 1995; McGraw& 

Drennan). 

The term adherence, not compliance, will be used throughout this study to prevent 

confusion, and the term decreased adherence will refer to any adherence less than 100 %. 

Nature of the Problem 

Medication adherence includes taking prescribed medication as recommended by 

the health care provider; however, it is influenced by many factors. The ability to self - 

medicate will directly affect medication adherence. Age is a factor that can affect an 

individual's ability to self -medicate. Another factor that may influence self -medicating is 

an individual's beliefs. Beliefs about illness attribution were found to have an influence 

on medication adherence in a study by Patel & Taylor (2001). The older adult may have 
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beliefs about medication that decrease adherence to their prescription medications. Ennis 

& Reichard (1997) reported that medication adherence directly affects the morbidity, 

mortality and quality of life for the older adult, thus the identification of those less likely 

to adhere to medication regimens is an important healthcare imperative. 

Complete medication adherence is difficult for many people. Thirty to 60 percent 

of all patients do something different than what is prescribed when following providers' 

prescriptions. One third of patients cease taking medicine, one third take their medicine 

but not as it had been prescribed and only one third follow the prescription correctly 

(Bertero & Johannson, 2001). Nonetheless, diminished adherence is a significant 

problem among the elderly (Salzman, 1995). The most common causes of medication 

adherence difficulties in this age group are varied dosing schedules, forgetfulness, or 

confusion (Salzman). As the number of prescribed medications increases, so does the risk 

of confusion related to dosing schedules with financial concerns leading to the under use 

of some drugs (Salzman). All of these factors can affect the rate of adherence in the older 

adult. The rate of adherence with long -term medication therapy in some studies was 40- 

60 percent for the older adult (Okuno, Yanagi & Tomura, 2000). Salzman found the 

medication adherence rate for older adults to vary from 25 to 60 percent. 

When medication adherence does not occur there may be two explanations. This 

decreased medication adherence may have an intentional or an unintentional cause. 

Either type of decreased medication adherence can result in worsening of the individual's 

condition depending on the importance of the medication to the condition. 

An alteration in prescription medication scheduling can result in declining health. 

This in turn, may lead to increased emergency department visits, increased hospital 
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admissions, and increased costs for health care in the older adult (Okuno, et al., 2001; 

Salas, et al., 2001). In 1999, a prospective study by Tafreshi, Melby & Kavack 

investigated medication related visits to the emergency departments and found that forty - 

six percent of preventable medication related visits were due to decreased adherence (as 

cited by Okuno, et al.). A substantial proportion of adverse medication reactions in the 

older adult are preventable side effects of inadequate medication adherence (McKinney, 

2003). Furthermore, Hall (1999) found that altered medication adherence caused an 

estimated 125,000 deaths annually, ten percent of all hospital admissions, twenty -five 

percent of hospital admissions among the elderly, twenty -three percent of all nursing 

home admissions, and $8.5 billion in excess hospital costs. Undoubtedly, the appropriate 

use of medications can improve and maintain the health of seniors, but the inappropriate 

use or misuse may lead to an early death (Winland -Brown & Valiante, 2000). The 

accurate and timely taking of medication may have adverse side effects in some 

individuals; however, the assumption of this study is that the prescription medication that 

is ordered by the provider is beneficial. 

Purpose Statement 

The purpose of this study is to explore the relationship between beliefs about 

medication and medication adherence in the older adult. Although there is extensive 

research addressing the number and scheduling of elder medications, research about 

beliefs and their relationship to medication adherence in the older adult is minimal. 
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Research Question 

This study will survey older adults in an attempt to answer the research question: 

Is there a relationship between beliefs about medication and adherence in the older adult 

population in our local community? 

Background Literature 

Consequences associated with deviations in medication adherence have 

influenced many researchers to study the phenomenon to identify risk factors, predictive 

factors, and possible interventions to increase the likelihood of adherence. Factors that 

influence adherence as identified in the literature, include the number of medications, 

forgetfulness, travel, physician relationship, physician age, knowledge related to 

medication or dosing, side effects of the drug, or concerns over long-term side effects 

(Barlett, 2002; Bertero & Johansson, 2001; Mowerson, 2002; Okuno, et al., 2001; Ren, 

Kazis, Lee, Zhang & Miller, 2002; Renzi, et al., 2002; Salzman, 1995; Winland -Brown & 

Valiante, 2000). Another factor influencing medication adherence is the individual's 

beliefs about the cause of the illness (Patel & Taylor, 2001). For example, sixty women 

were interviewed about their hypertension and medication adherence. This study reported 

that those women who related their illness to "high blood" /high blood pressure rather 

than "high -pertension" had increased medication adherence (Heurtin- Roberts & Reisin, 

1993 as cited by Patel & Taylor). If causal beliefs have an influence on adherence, then 

other beliefs may have an affect on medication adherence as well. 

Although some agreement in the literature regarding factors influencing 

adherence exists, there are conflicting findings. Salzman (1995) found that more 

knowledge about the medication increased adherence; however, Esposito (1995) 
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concluded that knowledge had no effect on adherence. Esposito also concluded that the 

complexity of medication regimen alone did not affect medication adherence. Ren, et al. 

(2002) found that the number of medications increased adherence, a phenomenon that 

occurred only in older adult subjects, which is contradictory to Okuno, et al.'s findings, 

which indicated that as the number of medications increased, adherence to prescription 

medication in the older adult decreased. Further contradictions in the literature were 

found in studies by Ennis & Reichard, (1997) and Wendel, et al. (2001). They found that 

memory deficit was the most common cause of decreased medication adherence. 

However, in other studies the most common cause was the patient- practitioner 

relationship. (Ren, et al.; Renzi, et al., 2002). 

Various technological devices have been developed specifically aimed at 

improving medication adherence. The purpose of these devices was to remind 

individuals to take their medications; however, the devices have not been efficacious. 

There is no indication that medication adherence has improved since the emergence of 

these technological reminding systems. The phenomenon of adherence is multi -factorial 

and there has been little evidence produced on effective methods to improve adherence 

and consequent treatment outcomes (Renzi, et al., 2002). 

With so much attention on and around the issue of medication adherence, 

especially with the older adult, altered medication adherence remains a problem. What 

can be done to help improve medication adherence in older adults? Can targeting 

individual beliefs about medication significantly increase medication adherence? 

Improving self- medicating adherence among older adults would greatly benefit their 



Older adult 16 

quality of life and at the same time move the older adult toward responsible action in 

matters of self -care. 

Assumptions 

The assumptions for this study are, the providers order the medication regimens 

accurately, the older adult has agreed to take the prescribed medication, and the 

prescription medication is beneficial. 

Significance to Nursing 

The Advanced Practice Nurse (APN) needs to determine the older adult's 

capacity to adequately meet their self -care needs by evaluating their ability to maintain 

life, health and well -being. In addition, the provider needs to evaluate the knowledge, 

skills, motivation, orientation, and individual beliefs that may affect the individual's 

capability to perform self -care activities. Identification of the individual's capabilities for 

successful self -care will assist the APN in appropriate management of their health 

conditions. Early identification of those individuals at risk for a decreased medication 

adherence will allow the health care provider the opportunity to address this issue prior to 

potential adverse drug reactions or hospitalizations. 

Providers should look carefully at medication adherence before changing the 

medical management plan, increasing dosages of medications or prescribing additional 

medications. They may assume that the medication is being taken appropriately, leading 

to inefficient management or other complications. The identification of individual beliefs 

that affect medication adherence may directly influence the effectiveness of any 

medication regimen prescribed or managed by the (APN). 
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Identifying individual beliefs about medications through research will help the 

APN to educate the older adult and family about medications so that they can attain the 

highest possible level of medication adherence. This may decrease the number of 

hospitalizations and emergency room visits resulting in a savings in health care dollars. 

The joint efforts of the APN, older adult and the family will help the older adult move 

toward responsible action in matters of self -care (Riehi & Roy, 1980). The end result is 

improved quality of life for older adults. 
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Chapter II 

THEORETICAL FRAMEWORK 

Orem's Self -Care Theory recognizes the importance of an individual directing 

their own self -care to maintain life, health and well -being (Riehl -Sisca, 1989). 

According to Orem, self -care is a learned behavior that purposely regulates human 

structural integrity, functioning, and human development (Deynes, Orem, Gerd Bekel, 

2001). 

Definitions 

Self -care: The practice of activities that maturing and mature persons initiate and 

perform, within time frames, on their own behalf in the interests of maintaining life, 

healthful functioning, continuing personal development (Orem, 2001). 

Basic conditioning factors (BCF): Personal conditions or environmental 

circumstances in a time -place matrix that affect the values or ways of meeting persons' 

existent self -care requisites; bring about new self -care requisites; or affect the 

development, operability, or adequacy of persons' capabilities to care for themselves or 

their dependents. A self -care requisite is a formulated and expressed insight about actions 

to be performed that are known or hypothesized to be necessary in the regulation of an 

aspect of human functioning and development continuously or under specified conditions 

and circumstances (Orem, 2001). An individual's basic conditioning factors, such as age, 

gender, socioeconomic factors, state of health, and family system patterns of living are 

internal and external factors that influence self -care and affect one's ability to engage in 

self -care, health promotion activities, or the kind and amount of self -care required. 

(Moore & Pichler, 2000; Orem, 1991 as cited by Scott & Jacks, n.d.). In addition, an 
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individual's beliefs (perceived benefits and barriers) are internal characteristics belonging 

to that individual that influence judgment, decisions, and performance of self -care 

measures in meeting self -care requisites. 

Self -care agency (SCA) (capabilities): The complex acquired ability of mature 

and maturing persons to know and meet their continuing requirements for deliberate, 

purposive action to regulate their own human functioning and development (Orem, 

2001). For this study, one aspect of self -care is taking medication as prescribed, which is 

also called medication adherence. This is based on agreement, tacit or otherwise, 

established between the individual and the provider sought out by the individual for 

assistance in responding to therapeutic self -care demands. 

Therapeutic self -care demands (TSCDs): The summation of care measures 

necessary at specific times or over a duration of time for meeting all of an individual's 

known self -care requisites, particularized for existent conditions and circumstances, using 

appropriate methods (Orem, 2001). 

Self-care deficit: A relation between persons' therapeutic self -care demands and 

their powers of self -care agency in which constituent developed self -care capabilities 

within self -care agency are not operable or not adequate for knowing and meeting some 

or all components of the existent or projected therapeutic self -care demands (Orem, 

2001). 

Decreased medication adherence: Complete adherence is the expectation of the 

provider in a hierarchal relationship with older adult clients. Medication adherence is not 

a part of Orem's model; however, it is the concept that is being operationalized in this 

study as a self -care deficit. 
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Theoretical Concepts 

The theoretical model depicts the relationship of beliefs (benefits and barriers) to 

decreased medication adherence. The basic conditioning factors, such as an individual's 

beliefs, may affect the ability to care for themselves. These factors may strengthen the 

self -care capabilities, which aid in overcoming therapeutic self -care demands leading to 

the successful performance of self -care. Other factors may detract from the self -care 

capabilities of the individual to overcome therapeutic self -care demands. For this study, 

an example of therapeutic self -care demands is self-medicating accuracy. When an 

individual's therapeutic self -care demand is greater than their self -care capability a self - 

care deficit develops. 

This study addresses two basic conditioning factors related to medication 

adherence: beliefs in benefit and beliefs in barriers. Beliefs are convictions or opinions 

that are not necessarily provable. These beliefs consider benefits as the perceived positive 

aspects of performing a health behavior, while barriers are the perceived negative aspects 

of performing a health behavior (Bennett, Milgrom, Champion, & Huster, 1997). 

Additionally, this study addresses one self -care behavior: accurate and timely self - 

medication, or medication adherence. 

When the older adult is confronted with therapeutic self -care demands that are 

greater than their self -care capabilities they may need the assistance of a health care 

provider for a prescription medication. The medication may fortify their self -care 

capability to maintain or improve their health condition in the presence of some 

pathology. However, the older adults' basic conditioning factors, beliefs, may have a 

role in the dosing accuracy and timing of their prescription medication. These beliefs may 
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have an influence on their judgment, decision- making, and ultimately on their performing 

one aspect of self -care, medication adherence from the context of Orem's Self -Care 

Theory. 

Individual beliefs have been identified in the literature as an antecedent to 

medication adherence. Patel & Taylor, 2001 found in their review of literature a 

suggestion that individual belief about the cause of an illness and control over an illness 

influence patient adherence. Additional findings from previous research indicated that 

illness attributions influenced medication adherence (Patel & Taylor). Although the 

study by Patel & Taylor did not replicate these findings, it does identify a need to 

investigate the relationship between basic conditioning factors such as beliefs in benefits 

and barriers and medication adherence. There has been minimal research in this area, 

especially in regards to older adults' beliefs about medication and how this impacts 

medication- taking practices. The focus of this study was to further investigate the 

relationship between beliefs about medication, basic conditioning factors, and medication 

adherence. 
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Figure 1. Relationship of beliefs and medication adherence within Orem's Self -Care 

Deficit Theory. 

Summary 

Orem's theory provides the framework to help us understand the influence of 

beliefs as benefits or barriers on medication adherence. Self -medicating accuracy is an 

important self -care action that may lead to the maintenance of life, health and well being 

in the older adult given that therapeutic effect is positive. Inadvertent forgetting or 

stopping medication could lead to a state of illness or deterioration of current health 

condition that may further increase therapeutic self -care demands requiring additional 

medical or nursing interventions and even higher cost services. The inability of the older 

adult to meet their self -care demands is a self -care deficit and does not indicate the lack 

of self -caring. 
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This exploratory study uses a correlational design to survey a convenience sample 

of older adults. 

Sample 

A convenience sample of 30 older adults was recruited meeting the following 

inclusion criteria: i) 65 years or older, 2) taking 3 or more prescription medications daily, 

3) able to read and speak the English language, 4) living independently within the 

community. A volunteer sample was sought through flyer advertisement and active 

recruitment at a senior citizen trailer park and senior residences. 

Human Subjects 

University of Arizona Institutional Review Board approval was obtained prior to 

the initiation of the study. Each subject was assigned a number that corresponded to 

study instruments. This number (with subject's name) was recorded in a notebook stored 

in a secure location. At no time was the subject's name placed on any written 

documentation. 

Measures 

For this study, beliefs about medication and medication adherence were evaluated 

using the Beliefs about Medication Scale (Bennett, et al., 1997) (Appendix A), and the 

Morisky Scale (Morisky, Green, & Levine, 1986) (Appendix B). These instruments were 

chosen based on their utility, feasibility, and reported reliability and validity. 
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The Beliefs about Medication Scale (BMS) was used to measure each of the 

participants' unique perceptions of the benefits and barriers to adherence with 

medication. The author defined benefits as the perceived positive aspects of performing a 

health behavior, while barriers are the perceived negative aspects of performing a health 

behavior (Bennett, et al., 1997). The BMS consists of 12 items split into two equally 

divided subscales that measure benefits and barriers. The internal consistency for the 

subscales is .68 and .91 (Bennett, et al.). A 5 -point response format is used ranging from 

1= strongly disagree to 5 = strongly agree. A response of 3 = undecided. Each subscale is 

summed and scores can range from 6- 30. Higher scores indicate greater perceptions of 

benefits or barriers to medication adherence. Permission was obtained to use and modify 

the scale for this study. 

For this study, the scale was modified by altering questions that were specifically 

aimed at patients with congestive heart failure to include a general population of 

individuals with all types of chronic illnesses. The questions that contained the phrases, 

"water pills ", "heart disease ", "breathe better ", and "swelling" were changed to read, 

"medications ", "illness ", "feel better ", and "undesirable side effects ", respectively. 

Question 12 on the scale was changed from, "wake up at night to go to the bathroom" to 

"wake up ". 

The Morisky scale was used to measure prescription medication adherence. This 

scale has been used in several studies for evaluating medication adherence (Gao & Nau, 

2000; Morisky et al, 1986; Patel & Taylor, 2002; Pratt, et al, 2001). Morisky, et al.'s 

original study found the instrument to have a reliability of a= 0.61 and demonstrated 

acceptable concurrent and predictive validity. The validity also was supported by the 
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sensitivity (0.81) and the specificity (0.44) reported in other studies (Morisky, et al., as 

cited from Gao & Nau, 2000). The questionnaire consists of four items and can be 

implemented in multiple settings and is particularly useful in measuring medication 

adherence in subjects with chronic conditions ( Morisky, et al., as cited by 

www.medal.org). The Morisky scale was the exclusive instrument used in a study to 

evaluate factors affecting adherence of hypertensive medications (Patel & Taylor). Gao & 

Nau also used this scale to compare measurement instruments. 

Each of the 4 questions in the Morisky scale contains a dichotomous response in 

which a `yes' category (1) is contrasted with a `no' category (0) (Renzi, et al., 2002). 

The minimum score is 0 and the maximum score is 4. A score of 0 is defined as high 

adherence; a score of 1 -2 is medium adherence and a score of 3 -4 is low adherence. 

( Morisky et al., 1986). Written permission to use this scale was obtained from Dr. 

Morisky prior to its use in this study. 

Various methods to measure medication adherence are identified in the literature. 

However, a gold standard for measuring medication adherence for all settings has not yet 

been found (Gao & Nau, 2000). The most commonly used form of measurement is the 

self -report method (Gao & Nau). The advantage of this method over the pill count, 

biologic measures and medication event monitoring systems include its simplicity, speed 

and feasibility in most settings. The disadvantages include recall and social desirability 

biases (Gao & Nau). 

A simple demographics data sheet was developed for this study to collect data 

about age, gender, major health problems, number of prescription medications, number of 
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prescription medications taken on a daily basis and the frequency of these daily 

medications (Appendix C). 

Data Collection 

Contact with participants was made at the recreation center of a senior citizen 

trailer park in Tucson, AZ, or at their residence. Upon initial contact the potential 

participants were given a disclaimer form that included a written description of the study 

and subject inclusion criteria (Appendix D). The disclaimer form was read, as needed, or 

reviewed with each older adult. 

After confirming selection criteria, subjects interested in participating were given 

a packet containing a copy of the disclaimer form, the demographic data sheet and the 

two instruments in random order. The investigator assisted the older adult in completion 

as needed. Upon completion of the instrument packet the investigator reviewed the 

packet for completion of forms and instruments and discussed any missing data to 

determine if items were not answered due to the lack of clarity, understanding or by 

choice. Participation was voluntary and participants could refuse to answer any question. 

Data Analysis 

The data was entered into a database and cleaned by the researcher. Descriptive 

statistics were used to describe gender, number of participants, ages, number of 

prescription medications, number of medications per day, and common health problems. 

Results from the Morisky scale, and the BMS were analyzed descriptively. Items 

requiring reverse coding were identified. A high score for either subscale of the BMS 

indicated a high perception of either barriers or benefits to prescription medications. 
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The reliability of the Morisky scale was determined by calculating the coefficient 

alpha for the sum. The sum score measured the degree of prescription medication 

adherence in this group of individuals. The reliability of the BMS was determined by 

calculating the coefficient alpha for benefits and barriers. The coefficient alpha for these 

instruments ranged from 0, meaning no internal consistency reliability to 1, indicating 

redundancy. A coefficient alpha of .8 was desired. 

Finally, the relationship between beliefs about medications and medication 

adherence was measured using the Pearson Product Moment Correlation Coefficients. 

The significance level was set at 0.05. The Statistical Packages for the Social Services 

computer software program was used to analyze this data. 
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Chapter IV 

RESULTS 

Subjects 

The sample consisted of 30 participants. Select demographic characteristics are 

described in Table 1. There were 22 females and 8 males in this study. Participants 

ranged in ages from 65 to 90. Each individual reported up to four major health problems. 

The most frequent health conditions were coronary artery disease (n =15) and 

hypertension (n =15). The number of medications, total and daily, ranged from 3 to 15. 

Subjects reported that they took medication up to four times daily. Most of these 

individuals reported taking medications twice daily. 

Table i 

Central Tendency and Dispersion for the Demographic Data Sheet (n =30) 

Demographics Mean SD Median Mode 

Age 74.9 6.54 75.5 78 

Total medications 5.7 2.91 5.5 3.0 

Medications taken daily 5.2 2.59 5.0 3.0 

Frequency of medications per day 1.97 .81 2.0 2 

Instrument Reliability 

The Morisky Scale had a coefficient alpha of .40 indicating low overall reliability. 

The BMS subscales had fair reliability to measure benefits and barriers with coefficient 

alphas.74 and .58, respectively. Reliability to measure benefits was greater than that of 

barriers. 
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Measures of Medication Adherence 

Results from the Morisky Scale are displayed in Table 2. The mean score of 1.0 

indicates medium adherence for this group of individuals. The scores ranged from 0 to 3: 

low adherence to high adherence. 

Table 2 

Central Tendency and Dispersion for the Morisky Scale (n = 30) 

Adherence Mean SD Median Mode 

Morisky Sum 1.0 .98 1.0 .00* 

* several modes exist - the lowest value is shown 

Measures of Beliefs about Medication 

Measures of beliefs are displayed in Table 3. This scale measured beliefs about 

medication: barriers and benefits. The total score possible for either subscale was `30'. 

The mean score of benefits and barriers was 24.03 and 13.03, respectively. The scores for 

benefits ranged from 8 to 30. And the scores for barriers ranged from 6 to 22. 

Table 3 

Central Tendency and Dispersion for the Beliefs about Medication Scale (n = 30) 

Beliefs Mean SD Median Mode 

Benefits Sum 24.03 4.09 24.5 24 

Barriers Sum 13.03 3.98 11.5 10.0 

Pearson Product Moment Correlation Coe cient 

Pearson Product Moment Correlation Coefficient was used to examine the two 

dependent variables of medication adherence and beliefs about medication. There was no 
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significant relationship between beliefs about medication, considered benefits and 

barriers, to medication adherence. 

Table 4 

Correlation of the Morisky Scale and the BMS (Benefits, Barriers) (n =30) 

Adherence Beliefs (Benefits) Beliefs (Barriers) 

Morisky Pearson (r) .166 .238 

Sum Sig.2 tail (p) .380 .205 

Instrument Analyses 

The reliability of the measure of adherence was low with a coefficient alpha of 

.40. This may be due to the small sample size as compared to another study conducted 

over a 5 -year period or others having 100 to 300 participants (Gao & Nan, 2000; 

Morisky, et al., 1986). 

The coefficient alpha of the measure of beliefs was found to be .57 when 

evaluating the barriers and .74 when evaluating the benefits. This value may be a result of 

scale modifications that occurred in this study. Also, this study's sample size was small 

in comparison to the original study of 101 subjects. Additionally, the participants in this 

study had a variety of chronic health conditions whereas the original study focused on 

individuals with heart failure. Bennett, et al.'s (1997) original study consisted of 85 men 

and 16 women compared to this study, which consisted primarily of women. These 

factors may have affected the reliability of the instruments. 
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Research Question 

In this study, no significant relationship was found between beliefs about 

medication adherence and medication adherence in this small group of older adults. 

Summary 

The relationship between beliefs and medication non -adherence was explored in 

this study. Thirty older adults were recruited and asked to complete questionnaires that 

measured their medication adherence and their beliefs about medication. No significant 

relationships were found in this study. 
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Chapter V 

DISCUSSION 

A significant relationship between beliefs about medication and adherence was 

not found in this study. The results of the study identified this group of older adults as 

having had a low perception of barriers to medications, as well as a medium to high 

adherence to their prescription medications. This group of older adults reported that they 

took 5.2 prescription medications per day, consistent with the reported values in the 

literature. However, their reported dosing frequency was low possibly influencing their 

perceived benefits or barriers to taking their medications resulting in a higher rate of 

adherence. 

Surprisingly, a relationship was not found between the rate of medication 

adherence and those individuals that perceived the health behavior of taking medications 

as negative. This may indicate that other factors, not measured in this study, have an 

influence on medication taking practices or individual beliefs. 

Self -medicating accurately (therapeutic self -care demand) in the presence of 

illness will be affected by the individual's self -care capabilities and basic conditioning 

factors (beliefs) which will have an affect on complete medication adherence (self -care). 

This group of individuals displayed a high perception of benefits in taking their 

medications, which may have resulted in their high adherence. There was little variance 

in perceived barriers and benefits in this study. A less homogeneous sample may have 

been beneficial in uncovering a significant relationship between perceived benefits and 

barriers and medication adherence. 
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The Morisky scale is a short, 4- question scale with very little variance. The 

instrument validity and reliability of such a short instrument is questionable. However, it 

is clinically appealing due to its utility in the clinical setting. 

Potential Limitations 

Limitations identified during this study include; the use of the Morisky scale (only 

4 questions); sample size; non -random selection; having more women than men; and the 

possibility that participating in the study influenced individual responses. The factors 

examined are only part of the many variables that may influence medication adherence. 

There is the possibility that these other factors may have influenced participant responses. 

Another limitation to this study is that Orem's theory does not directly address the aspect 

of medication adherence. This concept, rather, assumes a hierarchal relationship between 

the health care provider and the patient in relation to their medication taking practices. 

Recommendations 

The purpose of this study was to investigate a relationship between beliefs and 

medication adherence. A significant relationship was not found. Further study is needed 

using additional instruments to measure other variables impacting medication adherence 

and beliefs. A large -scale study looking at health care beliefs and medication adherence 

may be the key to understanding and increasing medication adherence in the older adult. 

Since the literature has identified the implications of medication non -adherence in older 

adults, an assumption can be made that additional research in this area would be 

beneficial to the quality of life and health outcomes for this age group. 

Future studies may find significant relationships between beliefs and medication 

adherence. This could lead to the development of a new scale that focuses on individual 
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beliefs significant to decreased medication adherence. This scale could be used by health 

care professionals in the clinical setting to identify those individuals at risk for decreased 

medication adherence. Identification and early intervention for older adults at risk may 

lead to improved quality of life, decreased hospitalizations and decreased healthcare 

costs. 

Significance to Nursing 

An identified relationship between beliefs medication adherence for future study 

would be useful to the APN. Identification of those individuals at risk for a decreased 

medication adherence would allow the APN to intervene appropriately to increase the 

likelihood of medication adherence. Additional education and reinforcement for those at 

risk may aid the client and family in maintaining their prescription regimen and assist 

them to successfully self -medicate. Early intervention that achieves an increased 

medication adherence will result in increased quality of life, as well as assist the 

individual to achieve adequate self -medication abilities, an important self -care action. 

Conclusion 

This study is another step toward the comprehension of the phenomenon of 

medication adherence in older adults. Although a significant relationship was not found, 

relationships between individual beliefs and medication adherence may yet to be 

discovered. Understanding how individual beliefs may affect self -care, especially 

medication adherence, may greatly benefit the older adult as well as other individuals that 

have difficulty in maintaining their prescription medication regimen. 
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APPENDIX A 

Beliefs about Medication Scale 

INSTRUCTIONS: These are questions about the good and bad things about your 
medication. As you read each sentence, please mark the number that best describes how 
much you agree or disagree with the statement. Choose 1 if you strongly disagree, 2 if 
you disagree, 3 if you are undecided, 4 if you agree and 5 if you strongly agree with the 
sentences. By completing this questionnaire, you are granting permission for this 
information to be used in this study. 

1 = Strongly Disagree 
2 = Disagree 
3 = Undecided 
4 = Agree 
5 = Strongly Agree 

SD D U A SA 

1. When I take my medication, I do not worry as much 
about my illness. 

1 2 3 4 5 

2. If I take my medication, I will lower my chance of 
being in the hospital. 

1 2 3 4 5 

3. Taking medication is hard to remember. 1 2 3 4 5 

4. Taking medication is unpleasant. 1 2 3 4 5 

5. I have to take too much medication each day. 1 2 3 4 5 

6. Taking medication makes it hard to go away from 
home. 

1 2 3 4 5 

7. Taking my medication lessens the undesirable side 
effects of my illness. 

1 2 3 4 5 

S. I forget to take my medication. 1 2 3 4 5 

9. Taking medication makes me worry about my illness. 1 2 3 4 5 

10. Taking my medication helps me feel better. 1 2 3 4 5 

11. Taking my medicine improves my quality of life. 1 2 3 4 5 

12. Taking my medicine causes me to wake up at night. 1 2 3 4 5 

Bennett, et al., 1997 
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APPENDIX B 

The Morisky Scale 

Instructions: These are questions about your medication taking practices. Please circle 
`yes" or `no' to the questions below. By completing this questionnaire you are granting 
permission for this information to be used in this study. 

Do you ever forget to take your medicine? YES NO 

Are you careless at times about taking you medicine? YES NO 

When you feel better do you sometimes stop taking your medicine? YES NO 

Sometimes if you feel worse when you take the medicine, do you stop taking 
it? 

YES NO 

Morisky, et al., 1986 
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APPENDIX C 

Personal Information Sheet 

Instructions: This sheet is designed to collect information about you and the quantity of 
medications you may be taking. After reading each question, please write your answer in 
the space provided or circle the appropriate answer. By completing this questionnaire, 
you are granting permission for this information to be used in this study. 

What is your age, in years? 

What is your gender? Male 

What is the total number of medications prescribed by any and all of your health 
care professionals? 

How many do you take every day? 

How many times a day do you take medications? 

List your major health problems: 

Female 
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APPENDIX D 

Subject Disclaimer Form 

Title of Project: Investigating Barriers to Medication Adherence in the Older Adult 

You are being invited to voluntarily participate in the above- titled research study. The 
purpose of the study is to explore the relationship between beliefs and medication non- 
compliance in older adults. Medication non -compliance, or failing to take prescribed 
medications, is a significant problem affecting health status and quality of life. 

You are eligible to participate because you: 
1. Are at least 65 years of age 
2. Take at least 3 or more different prescription medications per day 
3. Are able to speak and read the English language 
4. Live independently in the community 

If you agree to participate, your participation will involve completing an information 
sheet and 2 questionnaires about medication. This will take place in a location convenient 
for you and will last approximately 30 minutes. You may choose not to answer some or 
all of the questions. Your name will not appear on these documents. A number will be 
assigned to you and will correspond to the study instruments. This number (with your 
name) will be recorded in a notebook stored in a locked cabinet at the University of 
Arizona, College of Nursing. Your name will not be placed on any other documentation. 

Any questions you have will be answered and you may withdraw from the study at any 
time. There are no known risks from your participation and no direct benefit from your 
participation is expected. There is no cost to you except for your time and there will be no 
compensation. 

Only the principal investigator will have access to your name and the information that 
you provide. In order to maintain your confidentiality, your name will not be revealed in 
any reports that result from this project. 

You can obtain further information from the principal investigator, Becki Shumaker, RN, 
at (520) 546 -9719. If you have questions concerning your rights as a research subject, 
you may call the University of Arizona Human Subjects Protection Program office at 
(520) 626 -6721. 

By participating in the study, you are giving permission for the investigator to use your 
information for research purposes. 

Thank you. 

Becki Shumaker, RN 
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