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Abstract: Patient education ensures that health care team is working together on patient’s individual medication
plan, in conjunction with the rest of treatment 1s vital to their recovery. Medication management 1s part of every

patient’s plan of care. On an mitial visit a clinician completes a comprehensive medication reconciliation.
However, education is provided to every patient based on each medication the patient is prescribed. This
mcludes its purpose, how and when to take it and how much of the medication to take. Medication
reconciliation ensures that every possible side effect and interaction will be taken care that patient’s

medications could possibly cause. Patients and caregivers are instructed symptoms that need to be reported
to the physician based on the medication side effects and possible interactions with other medications/food.

Key words: Patient compliance, patient counseling, health education, cognitive domain, medication, medical

and non-medical context of education

INTRODUCTION

Background: The human and economic consequences of
mappropriate medication use have been the subject of
professional, public and congressional discourse for more
than two decades. Lack of sufficient knowledge about
their health problems and medications 1s one cause of
patient’s nonadherence to their pharmacotherapeutic
regimens and momtoring plans without adequate
knowledge, patients cannot be effective partners in
managing their own care.

The
responsibility for providing patient education and

pharmacy  profession  has  accepted
counseling m the context of pharmaceutical care to
improve patient adherence and reduce medication-related
problems. Providing pharmaceutical care entails accepting
patient’s  pharmacotherapeutic

Pharmacists can contribute to positive

responsibility  for
outcomes.
outcomes by educating and counseling patients to
prepare them to follow their
pharmacotherapeutic regimens and monitoring plans. The
purpose of this document is to help pharmacists provide
effective patient education and counseling. In working

and motivate

with individual patients, patient groups, families and
caregivers, pharmacists should approach education and
counseling as mterrelated activittes. ASHP believes
pharmacists should educate and counsel all patients to
the extent possible, gomg beyond the mmimum
requirements of laws and regulations; simply offering to
counsel is inconsistent with pharmacist’s responsibilities.

In pharmaceutical care, pharmacists should encourage
patients to seek education and counseling and should
eliminate barriers to providing it.

Purpose of the study: Education may be provided by any
healthcare professional who has undertaken appropriate
traming education, education on patient communication
and education is usually included in the healthcare
professional’s training. Health education 1s also a tool
used by managed care plans and may include both
general preventive education or health promotion and
disease or condition specific education. Important
elements of patient education are skill building and
resporsibility: patients need to know when, how and why
they need to make a lifestyle change. Group effort is
equally important: each member of the patient’s health
care team needs to be involved.

Scope of the study: There are many areas where patient
education can improve the outcomes of treatment. For
example, in patients with amputations, patient education
has been shown to be effective when approached from all
angles by the healthcare team (nurse, primary care
physician, prosthetist, physical therapist, occupational
therapist etc.). Preoperative patient education helped
patients with their decision-making process by nforming
them of factors related to pain, limb loss and functional
restriction faced after amputation. In arthritic patients,
education was found to be administered through three
methods including individual face to face meetings with
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health care professionals, patient groups, online
support programs. Both age related and rheumatoid
arthritis, patient education has been shown as an effective

non-pharmacological treatment.

Social impact of the study: Drug use occurs in virtually
every soclety and culture. Whether the use of a particular
drug 1s for a medical or a nonmedical reason, problems
resulting from use often arise. Preventing druguse
problems is a major concern of most societies and it
usuallyis high lighted when specific outbreaks of
problems or in appropriate use occur. As pharmacy 1s the
profession to which thecontrol of drugs is attributed, it
should be involved intimately with those activities aimed
at preventing or reducing drug use problems. In fact, the
pharmaceutical profession should be providing the
leadership and directing the research in this area. Ttis
unfortunate that, on the whole, pharmacy has been
lackingin its social responsibility for the chemical
substances it develops, promotes and dispenses.

MATERIALS AND METHODS

About the study’s concern, the basic principles of
drug education arepresented with the underlying premise
that these principles and strategies are applicable to any
type of drug use. Although, mformation about and
mherent problems resulting from, specific types of drug
taking might vary from drug to dirug oramong reasons for
use, the fundamental approach to educating people and
fostering changes in drug use are the same. Various
patient education programs are followed, mamly covering
are as of rational prescribing, counseling, compliance and
vigilance. The realization of patient education necessity
demanded literature search from the arena of patient
dealings. Journals, news letters, magazine and program
briefings on patient education thoroughly observed and
reviewed.

RESULTS AND DISCUSSION

Most societies are in great need of learning more
rational and appropriate uses of all types of drugs and of
gaimng controlover the drug productsof ther own
technology. Humanshave learned how to extract and
synthesize drug products, yet, humans have not learned
fully how to use these products in an optimal manner. The
primary importance ofdrug education 1s its benefit to the
drug user (patient/consumer) such education can improve
the appropriateness of diug taking behaviors to achieve
optimal health and well-being. At the center of any
educational effort 1s the provision of drug information, the

strategy with which pharmacists and pharmacy students
are most familiar. In today’s highly complex, technological
world, the availability of current and precise information
allows one to understand, to make better choicesand to
prevent or solve problems.

Expected area of coverage for education: According to
ASHP patient education and counseling guidelines are
applicable in all practice settings including acute inpatient
care, ambulatory care, home care and long-term care
whether these settings are associated with integrated
health systems or managed care orgamzations or are free
standing. The guidelines may need to be adapted; for
example, for use in telephone counseling or for counseling
family members or caregivers mstead of patients. Patient
education and counseling usually occur at the time
prescriptions are dispensed but may also be provided as
a separate service (Anonymous, 2017). The techniques
and the content should be adjusted to meet the specific
needs of the patient and to comply with the policies and
procedures of the practice setting. In health systems,
other health care team members share in the responsibility
to educate and counsel patients as specified m the
patient’s care plans. In addition to a current knowledge of
pharmaco the rapy, pharmacists need to have the
knowledge and skills to provide effective and accurate
patient education and counseling. They should know
about therr patient’s cultures, especially, health and
illness beliefs, attitudes and practices. They should be
aware of patient’s feelings toward the health system and
views of their own roles and responsibilities for decision-
making and for managing their care. Effective, open-ended
questioning and active listening are essential skills for
obtaining nformation from and sharing information with
patients. Pharmacists have to adapt messages to fit
patient’s language skills and primary languages, through
the use of teaching aids, interpreters or cultural guides if
necessary. Pharmacists also need to observe and interpret
the nonverbal messages (e.g., eye contact, facial
expressions, body movements, vocal characteristics)
patients give during education and counseling sessions
(McDonough and Bennett, 2006). Assessing a patient’s
cognitive abilities, learning style and sensory and
physical status enables the pharmacist to adapt
information and educational methods to meet the patient’s
needs. A patient may learn best by hearing spoken
instructions, by seeing a diagram, picture or model or by
directly handling medications and administration devices.
A patient may lack the visual acuity to read labels on
prescription containers, markings on syringes or written
handout material. A patient may be unable to hear oral
instructions or may lack sufficient motor skills to open a
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child-resistant container (Mounica et al, 2014). In
addition to assessing whether patients know how to use
their medications, pharmacists should attempt to
understand patient’s attitudes and potential behaviors
concermning medication use. The pharmacist needs to
determine whether a patient is willing to use a medication
and whether he or she mtends to do so (Marcus, 2014).

Pharmacist’s requirements: The individual best suited to
assist people in preventing drug use problems and in
achieving optimal, desired experiences from their drug
taking 1s the pharmacist. The pharmacist 13 an accessible
source of high-quality information and educational
programs and should be concerned with a person’s
drugtaking behavior (APHA., 2006). Whether it be the use
of a prescription medicine or an herbal remedy to achieve
or maintain a state of health, the use of a drug for its
socially oriented effects in arecreational setting or the
mgestion of a chemical substance toenhance a religious
or aesthetic experience, the perspective presented herein
considers the pharmacist to be the leader inefforts to
prevent or limit drug wuse problems. Pharmacy
professionals of assigned or specified area seek
opportunities to participate m health-system patient-
education programs and to support the educational
efforts of other health care team members. Pharmacists
should collaborate with other health care team members as
appropriate, to determine what specific mformation and
counseling are required in each patient care situation. A
coordinated effort among health care team members will
enhance patient’s adherence to pharmacotherapeutic
regimens, monitoring of drug effects and feedback to the
health system (PSSNY., 201 8).

Required environment: Education and counseling should
take place in an environment conducive to patient
involvement, learning and acceptance one that supports
pharmacist’s efforts to establish caring relationships with
patients. Individual patients, families or
caregivers should perceive the counseling environment as
comfortable, confidential and safe (Kafeel et al., 2014).
Education and counseling are most effective when
conducted in a room or space that ensures privacy and

groups,

opportunity to engage in confidential commumcation. If
such an isolated space is not available, a common area
can be restructured to maximize visual and auditory
privacy from other patients or staff. Patients including
those who are disabled, should have easy access and
seating. Space and seating should be adequate for family
members or caregivers. The design and placement of
desks should mimmize barrers to
communication. Distractions and interruptions should be

and counters

few, so that, patients and pharmacists can have each
other’s undivided attention. The environment should be
equipped with appropriate learming aids, e.g., graphics,
anatomical models, medication admimstration devices,
memory aids, written material and audiovisual resources
(Anonymous, 2007a, b).

Pharmacist and patient roles: Pharmacists and patients
bring to education and counseling sessions their own
perceptions of their roles and responsibilities. For the
experience to be effective, the pharmacist and patient
need to come to a common understanding about their
respective roles and responsibilities. It may be necessary
to clarify for patients that pharmacists have an
appropriate and important role in providing education and
counseling (Alkhawajah and Eferakeya, 1992). Patients
should be encouraged to be active participants. The
pharmacist’s role is to verify that patients have sufficient
understanding, knowledge and skill to follow their
pharmacotherapeutic regimens and monitoring plans.
Pharmacists should also seek ways to motivate patients
to learn about their treatment and to be active partners in
their (Francis and Abraham, 2014). Patient’s role is to
adhere to their pharmacotherapeutic regimens, momitor for
drug effects and report their experiences to pharmacists or
other members of their health care teams. Optimally, the
patient’s role should include seeking information and
presenting concerns that may make adherence difficult.
Depending on the health system’s policies and
procedures, its use of protocols or clinical care plans and
its credentialing of providers, pharmacists may also have
disease management roles and responsibilities for
specified categories of patients. This expands
pharmacist’s relationships with patients and the content
of education and counseling sessions (WHO., 2003).

Drug use and drug education: Human beings engage in
a great variety of drug taking behaviors but one of the
most important and rudimentary considerations mvolves
the defimtion of what comstitutes a drug andwhich
situations characterize drug taking. Reports indicate that
self-diagnosis, occurs in the majority of illness episodes
and that self~medication occurs from 60-90% of the time in
these situations. The prevalence of nonprescription drug
use is even higher in the older adult population
(ranging from 50-90%), in addition to their extensiveuse
of prescription drugs. Antibiotics are commonly
self-medicated drugs worldwide with over 50% purchased
and used without a prescription (Limaye et al., 2018).
When a drug is prescribed for a patient, health
professionals expect that the drug will be taken precisely
as directed. Compliance with medication regimens is
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another type of drug taking considered of major
importance in a successful treatment plan. There have
been many studies mn this area, thewr results have shown
that any where in general, probably ranges from 33-50%
in any given population. This situation represents a
different behavior, many patients are not taking drugs
when they should be.

Basic principles of drug education: Various strategies
and techniques exist for use in counseling and educating
patients but before these are considered, theprocess
through which learming takes place 1s reviewed. The
process of learning occurs in three domains or in three
different ways (Sarah, 2018). The basic domain is
cognitive where facts and information are assimilated. A
person’s knowledge 1s bult through a process of
acquiring, understanding, retaining (memory) and
reinforcing specific bits of information. The next domain
(affective) involves the formation of attitudes such as
feelings, beliefs, perceptions, emotions and appreciations.
Things patients need to follow are:

*  Intensity-how much (single dose)
*  Frequency-how often (dosing schedule)
¢ Duration-how long (length of use)

These are constructed through an teractive
process, combming knowledge (from the cognitive
domain) and real-life experiences during which the
person’s knowledge is applied and evaluated to see if it
fits that of reality. The behavioral domam (eg, actions,
decision-making, physical abilities) 1s developed from
what the person knows and feels, in conjunction with the
nature and requirements of their social environment.

Drug education in a medical context: Drug taking in a
medical context often is influenced or directed by a health
professional. The drug educator should notforget this
audience in planning and developing drug education
programs. The primary group is the drug prescriber,
mostly physicians. Research has shown that prescribing
behaviors are influenced by numerous factors including:
prescriber education and tramng, drug advertising and
promotion, mteractions with colleagues, control and
regulatory mechanisms in healthcare and the demands of
patients and society. Drug information newsletters and
other services, counter detalling andscreemng
pharmaceutical representatives, in-service seminars and
presentations and drug utilization review with feedback
and consultation are the most commonly used approaches
toumprove drug knowledge and change prescribing
practices. At one end of the spectrum, a drug mformation

sheet (also called a study instruction sheet), education
card or PPT is given to the patient along with the
medication. Information sheets in languages other than
English and n apictonal format for those who cannot read
also have been designed. Programmed instruction sheets
which provide both information and auto-tutorial learning
with reinforcement also have been developed and used in
pharmacy. The value and effectiveness of sheets 1s
variable with the greatest degree of learning occurring in
the cognitive domain. Another strategy involves the use
of behavior modification to assure appropriate drug use.
This problem-solving process employs the observation of
behavior, cueing (some type of motivatoror reminder to
initiate behavior) and rewards to defineand modify
behavior in a specific way. The patient learns about the
medical condition and drug regimen and then implementsa
self-management program related to his particular therapy.
The patient becomes a partner in the planning of therapy
and consequently feels responsible for following the
agreed-uponregimen. These two techmiques, social
support and behavior modification programs, have been
found to be effective in improving patient compliance with
medication regimens.

Potential directions for patients: Pharmacists and
physicians provide their patients with written directions
outlimng the proper use of the medication prescribed.
Frequently, these directions include the best time to take
the medication, the importance of adhering to the
prescribed dosage schedule, what to do if a dose is
missed, the permitted use of the medication with respect
to food, drink and other medications the patient may
taking as well as information about the drug itself.

Certain manufacturers have prepared Patient Package
Inserts (PPIs) for specific products for issuance to
patients. These present to the patient mformation
regarding the usefulness of the medication as well as its
side effects and potential hazards (Basara and Juergens,
1994; Mullen et al., 2018).

The mformation is also available on computer
software, allowing leaflets to be printed in the pharmacy
as needed and with a compatible computer and standard
line printer. Similar computer software programs are
available from various other sources, designed to
generate personalized patient-counseling information for
use by the pharmacist in patient education.

Many studies on Patient Package Inserts (PPLs), for
instance, have found that this form of printed mformation
canlead to reliable gains in drug knowledge but they seem
to have little effect on how patients use a drug. Although,
the patient’s knowledge and understanding (cognitive
domain) of the drugand drug regimen were improved their
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initial decisions regarding diug therapy, their intention of
using the drug (attitudinal domamn) and their actual
compliance with the regimen were not changed greatly
(Morris, 1978). The same also holds in educating people
about nonmedical drug use. The relation between whata
person knows about the nonmedical use of drugs and
whethera person actually uses diugs in such a way is not
very strong, according to most of the research in this area
(Stichele, 2004). This body of research also suggests that
the relation between knowledge, attitudes and behavior is
unclear and may be weak or mconsistent for some
individuals or in some drug taking situations.

Developing drug-education programs: In using any
particular educational strategy or program, the pharmacist
should be familiar with its goals and content, the target
audience for whom 1t 1s mtended, its biases and flaws, the
results of any evaluation studies performed on it, it’s
knowneffect on actual use and practical considerations
such as costs, time and manpower requirements, materials
and equipment and extra training.

Guidelines for developing a drug education program

Identify audience and educational need or problem:

¢ Receive request for program

*  Determine need or problem and individual or group
at risk

Set goals and objectives for the program:

¢ Clarify needs, interests and expectations

. Determine outcomes

*  Define specific goals and objectives

¢ Tdentify specific topics and content areas based on
needsand objectives

¢+ Determine focus and philosophical approach

Develop resources and materials:

*  Identify sources of information and gather and
evaluatethese materials

¢ Tdentify key people with expertise

*  Prepare new materials

Select appropriate educational techniques:

*  Choose teaching approach and strategies

¢ Tdentify educational setting, time-frame, equipment
and other technical needs

Design, implement and evaluate the program:

¢ Structure the program format

*  Make a complete outline

. Pretest components,
approach

*  Implement the program

¢  Evaluate and refine

content and educational

The competencies of a health educator include the

following:

¢  Tncorporate a personal ethic in regards to social
responsibilities and services towards others

»  Provide accurate, competent and evidence-based
care

s Practice preventative health care

»  Focus onrelationship-centered care with individuals
and their families

s Tncorporate the multiple determinants of health when
providing care

*  Be culturally sensitive and be open to a diverse
society

*  Use technology appropriately and effectively

+ Be current in the field and continue to advance
education (Moynihan et al., 2015)

Extended roles of a pharmacist: The pharmacist also
should consider the promotion of educational programs
and services, so that, the patients and consumers become
aware of and use them. The promotion of such services is
similar, in concept, to the promotion of any productor
service. Detailed descriptions may be found m any
reference book on marketing, advertising or business
practices (WHO., 1997). There are many specific
techniques that can be used in promotion. Some are free
of cost and involve only a small amount of time whereas
the willingness to spend more time andmoney leads to
more intricate and diverse promotional schemes. One
comprehensive way is through the local massmedia. Tt is
not difficult to contact the local town or neighborhood
newspaper, local TV or radio station and local cable
networks and ask for a news story or even request an
interview that would describe the new educational
services that will beprovided to the community
(Anonymous, 2007a, b).

The value of patient education:

¢+  TImproved understanding of medical
diagnosis, disease or disability

»  Improved understanding of methods and means to
manage multiple aspects of medical condition

¢+ TImproved self-advocacy in deciding to act both
independently from medical providers and in
interdependence with them

¢ Tncreased compliance-effective communication and
patient education mcreases patient motivation to
comply

s  Patient outcomes-patients more likely to respond
well to their treatment plan-fewer complications

» Informed consent-patients feel you've provided the
information they need

+  Utilization-more  effective use of

condition,

medical
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services-fewer unnecessary phone calls and visits

¢ Satisfaction and referrals-patients more likely to stay
with the practicing pharmacist and refer other
patients

¢+  Risk management-lower risk of malpractice when
patients have realistic expectations (Balogh e# al.,
2015; Adams, 2010)

Improving compliance through patient education:
Pharmacists have a particularly valuable opportunity to
encourage complience since, their advice accompanies the
actual dispensing of the medication and they usually are
the last health professional to see the patient prior to the
time the medication is to be used.

Development of treatment plan: The more complex the
treatment regimen, the greater is the risk of noncompliance
and this must be recognized in the development of the
treatment plan. The use of longer-acting drugs mn a
therapeutic class or dosage forms that are admimstered
less frequently also may simplify the regimen. The
treatment plan should be individualized on the basis of
the patient’s needs and when possible, the patient should
be a participant in decisions regarding the therapeutic
regimen (WHO., 2005).

Education priorities: One of the findings of the report of
the office of the Inspector General s “education 1s the
best way to improve compliance.” Complex terms and
unnecessary jargon are never appreciated by any patient.
Patient should repeat the instructions for their better
understanding and memorization and also should be
encouraged to ask questions (Atreja et al., 2005).

Oral communication/counseling: Oral communication is
the most effective patient education tool Its most
effective when privacy assured and free of distraction.

Written communication: Many pharmacists provide
patients with medication mstruction PPIs. Information that
pertains to the specific medication/formulation being
dispensed is preferred to information that applies to a
therapeutic class of agents or a general statement that
applies to all dosage forms of a particular medication. The
provision of supplementary PPIs appears to be most
effective in improving compliance with short-term the
rapeutic regimens (e.g., antibiotic therapy). For drugs
used on a long-term basis, written nformation as plays an
important role for patient compliance (Cipolle et al., 201 2).

Audio-visual materials: The use of audio-visual aids may
be particularly valuable in certamn situations because

patients may get a better picture of the illness or how their
medication acts or is to be administered (e.g., the
admimstration of msulim, the use of a metered-dose
wnhaler). An increasing number of health-care
professionals have used such aids effectively by making
them available for viewing in a patient waiting area or
consultation room and then answering questions the
patient may have (Ashaver and Igyuve, 2013).

Patient motivation: Information must be provided to
patients mn a manner that 1s not coercive, threatemng or
demeaning. The best intentioned, most comprehensive
educational efforts will not be effective if the patient
cannot be motivated to comply with the instructions for
taking the medication. The physician-patient interaction
has been characterized as a negotiation. This concept may
be extended further by the development of contracts
between patients and health-care providers in which the
agreed-upon treatment goals and responsibilities are
outlimed (Varming et af., 2015; Hill, 2010).

Advancing compliance: ncpie panels make
recommendations: In National Council on Patient
Information and Education (NCPIE) sponsored a
conference,  “Advancing  Prescription  Medicine
Compliance: New Paradigms, New Practices.” The most
important  objective of this conference was to
producerealistic  recommendations for  advancing
compliance across health care professions and practice
settings (Advancing Prescription, 1st Edition). To
develop recommendations, commissioned speakers
addressed prescription medicine compliance
relating  to,  physicians,  pharmacists,
manufacturers, patients, menaged care organizations,
NCPIE and other groups. Each speaker suggested
whatcould be done to improve compliance. Six
complementary working groups then used the speakers’
ideas as a springboard in developing recommendations
for each group and for groups m collaboration. These
were then presented to the full conference for
participants’ responseand consideration. The following
recommendations are directed to the varied organizations
and individuals who can advance compliance;, however,
many recommendations apply to more than one category
under which they are listed:

1ssues
nurses,

Physicians and medical schools: Involve the patient in
treatment decisions. Momtor compliance with prescribed
treatment at every patient visit; follow up outside of
scheduled visits as appropriate. Give the patient an
alternate contact person at your office if you might be
unavailable when he/she calls between visits. Document



Res. J. Med. Sci., 13 (1): 1-10, 2019

patient compliance using a compliance-monitoring form
that can be incorporated inte the patient’s record.
Coordinate patient’s medication regimens with health
professionals providing remote site care including visiting
nurses, physician assistants and nurses n satellite clinics
or offices and pharmacists working with patients in care
facilities or in the pharmacy. Include patient
commumication skills in medical training and continung
education curricula. Train physicians to communicate with
other members of the health care team to ensure
contimuity of care.

Pharmacists, pharmacy-providers and educators: Become

proactive about gathering and providing medicine

information. Ask questions that stimulate dialogue,
discuss care plans with patients and use information

about patients to make better decisions. Provide

compliance monitoring and documentation for at least one

at-risk patient per month. Share your findings with the

patient and with his/her other health care providers. Work

with management to redesign facilities to increase

pharmacist/patient contact and to provide a private

counseling area. In corporate patient communication skills

and new teaching methods into undergraduate courses

and continuing education programs. Work with other
health professional schools/orgamzations to develop

interdisciplinary  compliance  education  programs.

Integrate behavioral and clinical sciences in educating

pharmacists about compliance.

Individual nurses and educators:

* Integrate into each patient encounter an educational
assessment of patient medicine knowledge

¢+ Collaborate with other health care providers,
including prescribers and pharmacists, about patient
compliance issues

¢+ Develop programs to increase nurses’ knowledge
and skills for compliance-enhancement

¢ TInclude compliance questions in examinations for
professional degrees, licensing and continuing
education

All health professionals: Individualize patient care,
mcluding medication management, considering factors
such as age, culture, gender, attitudes and personal
situation. Specifically ask patients about use of
over-the-counter drugs, including vitamins and dietary
supplements. Engage in a dialogue with patients and
involve them as partners in the treatment process.
Explain why you think a treatment plan i3 most
appropriate for your patient. Use written materials to
reinforce oral counseling, not as a substitute for it.
Respect a patient’s right to confidentiality when
sharing medication compliance experience with the

patient’s  other health care providers including
nurses, pharmacists, physicians and  physician
assistants.

Pharmaceutical manufacturers:

¢ TIndividually and as an industry, develop a public
service advertising campaign promoting patient
medication compliance with therapy

Support health professionals’ education to develop
effective communicators in a patient-centered health

care system
»  Recognize and promote role models who can
demonstrate  improved compliance from a

patient-centered approach

Support interdisciplinary teams that provide patient
education and programs for compliance and health
promotion

Patients: Become an active participant in making
treatment decisions and solving problems that could
inhibit proper medicine use. Talk to your health
professionals about why and how to use vour
prescription medicines. Give them information about your
medicine use (prescription and over-the-counter
medicines, vitamins and dietary supplements) and health.
If you stop or change a prescribed treatment, tell them and
explain why vou did this. Get the answers to any
questions you have. Recognize, accept and carry out your
responsibilities in the treatment regimen.

Managed care organizations and hospitals:

» Use existing databases to profile the extent of
medicine noncompliance among your health plan
members

¢+  Develop and implement programs for patient
compliance support (e.g., group support programs,
educational interventions, monitoring clinics

»  Compliance packaging aids and brown bag reviews).
Keep health care providers informed about these
programs so they can refer appropriate

»  Patients as part of an individualized compliance
regimen

¢+ Develop and implement innovative programs that
teach patient’s responsibility for and involvement in
his/her health care

¢ Tdentify, implement and evaluate compliance-
promoting organizational practices and policies

¢+  Review drug use policies such as formulary policy
guidelines, from a patient compliance perspective.
Revise policies accordingly to facilitate

+  Compliance

¢+ Develop and implement computerized systems that
allow departments to share clinical patient
information electronically
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Further recommendations

Leadership: While the rest of the world has made great
advancements to enhance the consumer experience,
health care orgamzations have been slower to change
their ways, making patients conform to the needs of the
a change 1n culture,
philosophy and technology. Greater visibility into
processes  is

system. Evolution requires
ensuring control, quality and safety
measures within hospitals, clinics, model pharmacies and
any healthcare settings.

Medical management: Leveraging the
improvements in technology to link databases and
systems with automated forms yields timelier reporting

records

and tracking of patient records of history, medication and
provider’s instruction. Continue monitoring is the soul of
compliance and control. From artificial intelligence to
machine learning, health systems should be exploring all
kinds of immovations to move healthcare forward.

Staff training and professional credentialing: The ability
for the human resources department to have greater
reporting capabilities to determine license validity and
visibility mnto license expiration. Non-compliance can be
improved by simply reminding patients to take their
medication. More information means a more compliant
patient. As with the reminder services, the concept of
providing information to improve compliance has been a
highly appealing solution. Although, understanding the
condition and treatment is important, provision of
mformation alone does not often provide the solution.
There have been studies in chrome conditions such as
asthma, hypercholesterolemia and diabetes that have seen
drastically improvement of compliance.

Quality monitoring: Henry Ford says “Quality 1s doing
right when no one is looking”. Clinicians have limitation
in giving time to patients which make patients more often
non-compliant. Hospital pharmacists can, through
counseling, listening and building relationships can
unpact not only satisfaction scores but also compliance

and outcomes.

Patient satisfaction observation: Patients who are least
solvent, at least a once think to take treatment from
abroad as most of them lost faith in public and private
hospitals, low utilization of public health facilities and
mcreasing outflow of patients to hospitals m neighboring

standard, proper
compounding  and
dispensing can impart little effort to mvolve them in

countries. A counseling service

monitoring  during  prescribing,

measuring satisfaction or defining health service
standards. Both pharmacists and doctors can play strong

role in influencing patient satisfaction in hospitals.

Easy to understand and short ppis: Single-page
consumer-oriented  drug maybe
produced for distribution. Assistance for the printing of

mformation sheets
such materials may be obtained from local agencies and
businesses as a show of community support. There is
also the accepted practiceof promoting a new service by
informing lay people or community groups about them.
Through a process of diffusion, this information is shared
with a larger number of people who comein contact with
those who have been informed. In most commumities, key
people or groups include teachers and counselors atlocal
schools, rotary clubs, women’s clubs, consumer groups,
governmental agencies, socialand welfare organmzations,
chemical-dependency  agencies health
professionals in the area.

andother

CONCLUSION

With constant change to the physical, biological,
cultural, environment, both
pharmacists and citizens should cultivate an informed

social and economic
awareness of these changes and health providers should
adapt their methods of health education, disease
prevention and disease control to the changes ineach
community. In practical terms, the success of future
programs and activities depends on a clearer and more
coordinated effort in using the strategies and techniques
that have been developed and tested. Health
professionals, the family, schools and communities
should combine their efforts drug-
education strategies into ongoing activities, instead of
just adding themonto irrelevant courses and programs.
Attitudinal strategies and basic drug information should

and integrate

be combined in educational programs. The various
structured and prepackaged materials and techniques
should be selected and synthe sized mto programmatic
formats that best meet the needs of the target audience. It
15 1mportant to identify individuals or groups at high
riskfor developing drug-use problems and to focus
educational and prevention efforts on their needs. Finally,
a humanistic approach in which drug taking is considered
a natural kind of behavior and in which an awareness of
different values isstressed, should be brought into
educational programming. Regardless of the degree of
involvement, it 1is and the
pharmaceutical drug
education programs for their patients and all of society.

time for pharmacists

profession to provide more
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LIMITATIONS

Many approaches have been developed for
designing drug information and drug education programs
i medical settings and many of these are described in
various articles mostly on drug abuse. The majority of the
examples in this study, therefore, exclude realm of drug
abuse prevention These techniques and strategies and
their basic principles are also applicable to educating
patients about medicines or providing diug education
programs in any context. It is important to realize that,
conversely, ideas, strategies and programs from the field

of patient drug education can be relevant to the
development of programs on the nonmedical use of drugs
and some examplesof this broader view of dirug education
are provided.

IMPLICATIONS

Most pharmacists are aware of the important
problems that potentially can occur with the appropriate
use of prescription medications such as adverse
reactions and drug interactions. Many pharmacists also
are knowledgeable about potential problems inherent in
self-medication with a nonprescription drug, though they
probably are less familiar with the use of herbal remedies
and homeopathic medications in the same context. Few
pharmacists, however are aware of potential problems that
can arise with social-recreational diug use. Regardless of
the situation, the problem of poisoning or overdoseby a
drug should be delegated to poison-control centers and
hospital emergency rooms. The individual pharmacist,
particularly one working in a community setting, may not
feel capable of consulting or educating a particular drug
consumer in these problem areas.

ABBREVIATIONS

¢ American Society of Health-System Pharmacists
(ASHP)

*»  Medical and non-medical context of education

» National Council on Patient Information and
Education (NCPIE)

¢ Patient Package Inserts (PPTs)
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