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What is already known on this topic

About one in four people do not adhere well to
prescribed drug therapy

Poor adherence is considered a critical barrier to
treatment success and remains an important
challenge to healthcare professionals

What this study adds

Good adherence to drug therapy is associated
with positive health outcomes

The observed association between adherence to
placebo and mortality supports the premise of a
healthy adherer effect, where adherence to drug
therapy may be a surrogate marker for overall
healthy behaviour

between good adherence to placebo and lower mortal-
ity also supports the existence of the healthy adherer
effect, whereby adherence to drug therapy may be a
surrogate marker for overall healthy behaviour.
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Commentary: The healthy adherer and the placebo effect

Betty Chewning

Simpson and colleagues report their systematic
review’s finding that good adherence to placebos as
well as to drug treatments is associated with reduced
mortality. They hypothesise that this intriguing
finding supports the concept of the “healthy adherer”
effect, whereby adherence to drug treatment may be a
surrogate marker for overall healthy behaviour.

The potential benefits of any new treatment
regimen arise in the context of patients’ powerful
lifestyle habits and resources, as well as their health sta-
tus and their histories of health behaviour. In addition,
a patient brings to each brief meeting with a doctor
their habits for drug adherence. It is quite possible,
therefore, that people who adhere to healthy lifestyles
also tend to take care of themselves by greater
adherence to prescribed treatments.

Evidence on the placebo effect yields a comple-
mentary hypothesis, for the association between
adherence to placebo and reduced mortality. Control-
led trials have measured the positive effects of placebos
on a range of physical outcomes for over half a
century.’ Barrett and colleagues argue that healing lies
not in the treatment but rather in patients’ emotional
and cognitive processes of “feeling cared for” and
“caring for oneself”” The meanings people attach to

the “pill” and “behaviour of the healer” are the key to
the mind-body connection leading to health outcomes.

The association with lower mortality in the paper
by Simpson and colleagues could arise from positive
interaction between these healthy adherer and placebo
related effects. If true, what would these hypotheses
imply for doctors’ decisions and the encounters they
have with patients? Traditionally, the healer’s greatest
tool has been to listen and build on the patient’s story
and its meaning to determine the most appropriate
healing ceremonies, rituals, and therapies. Coupled
with other patient centred approaches, practice based
on these hypotheses could yield extra value in
treatment regimens that patients agree to, believe in,
and will sustain over time. Patients’ adherence to treat-
ments would show that they were caring for themselves
while their clinical encounters would reinforce that
their doctors were caring for them.

Motivational interviewing may also be useful.' For
example, asking a patient, “What would make it worth
while for you to take this medication in the next
month?” may elicit the patient'’s most serious fears,
valued outcomes, or social pressures. These can be
used to shape prescribing decisions, to frame an open
and truthful discussion of the treatment rationale, and
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to reinforce the value of the patient’s choice to follow
the regimen, and allow space for patients to discuss dif-
ferent values or weights that may arise over time and
necessitate alterations to the treatment regimen later.
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Patients’ own assessments of quality of primary care
compared with objective records based measures of
technical quality of care: cross sectional study

Mala Rao, Aileen Clarke, Colin Sanderson, Richard Hammersley

Abstract

Objective To investigate the relation between older
patients’ assessments of the quality of their primary
care and measures of good clinical practice on the
basis of data from administrative and clinical records.
Design Cross sectional population based study using
the general practice assessment survey.

Setting 18 general practices in the Basildon primary
care trust area, south east England.

Participants 3487 people aged 65 or more.

Main outcome measures Correlations between mean
practice scores on the general practice assessment
survey and three evidence based measures on survey
of case records (monitoring for, and control of,
hypertension, and vaccination against influenza).
Results 76% of people (3487/4563) responded to the
general practice assessment survey. Correlations
between patient assessed survey scores for technical
quality and the objective records based measures of
good clinical practice were 0.22 (95% confidence
interval —0.28 to 0.62) for hypertension monitored,
0.30 (- 0.19 to 0.67) for hypertension controlled, and
—0.05 (= 0.50 to 0.43) for influenza vaccination.
Conclusions Older patients’ assessments are not a
sufficient basis for assessing the technical quality of
their primary care. For an overall assessment both
patient based and records based measures are required.

Introduction

Research in the United States suggests that patient
reports can be used to identify health plans that offer
care of higher clinical quality.' The general practice
assessment survey is a patient questionnaire developed
in the United States and adapted for use in the United
Kingdom.”* We used the survey to test whether older
patients’ assessments of the technical quality of their
care in general practice were related to evidence based
good clinical practice as indicated by data from
medical records.

Participants and methods

We invited 23 general practices in Basildon to
participate in the study (see bmj.com for sample size
calculation.) Our study population was patients of par-
ticipating practices aged 65 or more, registered on 1
September 2000.
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The general practice assessment survey covers
nine domains of patient assessed quality, including
quality of care provided by practice nursing or recep-
tion staff and the technical quality of care. Each
domain includes several items. The technical quality
domain includes items on medical knowledge,
thoroughness of physical examination, and prescrib-
ing the right treatment. The survey also includes per-
sonal information and indicators of socioeconomic
status. We used a postal version of the survey.
Questionnaires were sent to 300 randomly selected
people in each practice.

We chose three indicators of the technical quality of
clinical care on the basis of several criteria (see
bmj.com)." Two indicators were based on adherence to
the British Hypertension Society guidelines’ We
extracted records with sampling fractions dependent
on estimated numbers of patients aged 65-79 with
hypertension (n=5473). Two research nurses estab-
lished whether blood pressure had been measured
within the past five years (hypertension monitored)
and whether hypertension was controlled to British
Hypertension ~ Society  standards (hypertension
controlled).

The third indicator was coverage of influenza vacci-
nation. The current guideline recommended vaccina-
tion for patients aged 75 or more.’ The research nurses
extracted data on the vaccination status of such
patients (4961 people) in each of the practices.

Data analysis

We estimated mean general practice assessment
survey scores for each domain in each practice.”’
Analysis of variance was used to assess variation in
scores between and within practices. We constructed
four socioeconomic groups: access to car, owns or is
buying home; access to car, renting home; no access to
car, owns or is buying home; no access to car, renting
home. For each domain we derived a regression equa-
tion, with, as independent variables, five age groups,
four socioeconomic groups, and sex. We used these
equations to produce practice scores adjusted for
these variables.

This is the abridged version of an article that was posted on
bmj.com on 22 June 2006: http://bmj.com/cgi/doi/38874.
499167.7C
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