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This essay will focus on understanding improving the adherence to treatment and the doctor patient relationship (DPR).  The DPR has been described as one of the “most moving and meaningful experiences” shared by individuals [1]  “a consensual relationship in which the patient knowingly seeks the physician’s assistance and in which the physician knowingly accepts the person as a patient.” [2]  A number of non-adherence studies have emphasised the importance of the DPR in patients’ decision to follow recommendations. [3] Non-adherence can not only be detrimental to the patient and result in illness and fatality but has a very negative effect on the healthcare system where only 50% of all patients treat their chronic disease according to instructions. [4]
Adherence is described as the degree to which a patient follows through with the medical advice given by doctors correctly. [5] Most commonly this refers to the medication or drug compliance in which this essay is focussing upon. Non-adherence is prevalent issue associated with chronic conditions. For the patient to be adherent this is imperative to the success of the treatment, but also for the safe and effective use of many therapies. [6] The issues that occur with non-adherence is the substantial costs of the treatment. Non-adherence can be due to intentional or non-intentional reasons. For example, Patient A decided to not take medication due to adverse effects is intentional. But Patient B forgot to take their medication is non-intentional. However, both have the same result. Key to adherence to treatment is communication in the DPR where the doctor is required to supply effective information to patients about treatment. Ineffective communication can leaving patients with concerns about adverse effects and a lack of understanding about the disease and treatment which can adversely affect their adherence. [7] [8]
Adherence can be impacted by multiple factors which can be separated into socio-economic, healthcare system, health condition-related, therapy-related and the patient. [8] 
Socio-economic factors and these have not been found to be independent factor of adherence. [8] Within developing countries with low socioeconomic status, treatment can have a negative impact on families and patients must consider the necessity, importance and or affordability of treatment. WHO [8] identify serious or significant factors regarding adherence; poor socioeconomic status, poverty, illiteracy, poor levels of education, travel to/from treatment centre, cost of medication, changing environmental situations, culture and lay beliefs about illness and treatment. However some studies suggest that it is not socio-demographic factors but the factors that are more related to organisational factors. A study in Saudi Arabia found that organisational factors were more important where the DPR and the consultation itself rather than social demographics such as gender, marital status, age etc. [9] Race and or cultural beliefs have been discussed regarding adherence. In the UK, HIV-positive black Africans have been found to fear visiting medical professionals and not wanting to be experimented upon in addition to fears of discrimination. [10] Age and adherence should evaluated separately for individual conditions along with the characteristics of the patient and developmental age group. Adherence for children and adolescents varies from 43% to 100% with an average of 58% in developed countries. [11] Adolescents are less adherent than children because adolescents are more likely to be encouraged by peers than children. Also, children are more likely to have parents/guardians ensuring they take their medication. Infants and toddlers depend upon their parents/guardians and supply their medication, but with development, cognition improves and children have better ability to have control and but still under supervision of parents. [8] Working parents shift more of the responsibility to their children although it has been suggested that this can be too much responsibility which leads to poor adherence. [12]  Adolescents have greater autonomy in fulfilling treatment plans but often struggle due to difficulties of growing up eg self-esteem, body image and peer-related issues [8]. Poor adherence may reflect rebellion as they do not want to be controlled. Children and adolescents who take sole responsibility earlier on in their life are less adherent with poorer control of their disease management. It is imperative to create a relationship between parents/guardians and child where there is both involvement and minimisation of conflict. Supplying families with information informing the parent and the adolescent is thought to be important in the promotion of adherence. To educate adolescents to improve their attitude towards their disease and the management of it, instead of bombarding them with knowledge is more beneficial.
The population is ageing with numbers aged 60 or over growing at a rate of 3%/year [12]. Europe has the greatest percentage of over 60’s [25%]. Rapid ageing will spread globally and by 2050 all regions (except Africa) will have 25% of their population over the age of 60 [13]. This demographic is an increasing factor in the increased prevalence of chronic illnesses such as Alzheimer’s, Parkinson’s disease, osteoarthritis [14]. Significant numbers of elderly patients are presented with multiples of these chronic diseases that require long-term treatment plans to prevent disability. Elderly patients’ treatments are important for their well-being and essential for their care [15]. Failure to adhere to medical advice may cause unnecessary complications resulting in an early death. The changes in pharmacokinetics and pharmacodynamics to the elderly, makes it increasingly more damaging to not to adhere to their medication [16].
It is vital that the healthcare system frames adherence barriers as doctor/health system hurdles. [17] Focusing on this, the responsibilities are placed where the most control is. Focusing on the doctor’s responsibilities, patients encounter a wide variety of healthcare professionals providing opportunities to redefine barriers and further develop adherence. Adherence cannot be directed only at the doctor and the healthcare system should have responsibilities too. Every part of the healthcare system should be involved in improving adherence with where all providers in contact with patients should contribute. Just as it is important for doctors to adapt their approach to patients to improve adherence it should been done all over the health care system to be more effective in addressing adherence issues.
Condition-related factors refer to specific illness-related demands faced by the patient. [8] Robust determinants of adherence relate to the severity of symptoms, disability level, progress rate, disease severity and the availability of effective treatments. The impacts of this are dependent on risk perception, the importance of follow-up treatment and their priority on adherence. Co-morbidities (including diabetes, depression and or HIV/AIDS) and substance abuse issues modify adherence behaviour.	Comment by George Jawad: Ive copied this but its all relevant and don’t know how I can paraphrase it wouldn’t mind some help on that	Comment by caroline jawad: healthcare system, health condition therapy
Therapy-related factors affect adherence especially those associated with the complexity of the medical regimen, duration of treatment, previous treatment failures, frequency of changes to treatment, imminence of therapeutic effects or side effects, and availability of medical support to deal with them. [8] Individual characteristics of diseases and therapies do not outweigh the common factors affecting adherence but changing their influence. Adherence interventions should be made to be tailored specifically for the patients’ needs.
Patient-related factors such as knowledge and understanding are growing along with the demand for more depth in understanding procedures. It is not yet fully understood how patient’s beliefs about their illness, motivations to manage it, confidence (self-efficacy) in their ability to engage in the illness-management behaviours, and expectations regarding the outcome of treatments and the results influence adherence behaviour suggesting an area for future/further research.
Some patients experience certain factors which will affect their adherence. Psychological stresses including anxieties about possible adverse effects could have been minimised with the provision of adequate information along with skills to manage their symptoms and treatment. If the patient has a lack of motivation or low perceived need for treatment, they will not take their medication. [8]
A patient’s perception of their needs for medication is influenced by their symptoms, their expectations and experiences. Concerns about side-effects and disruptions to their lifestyle are common for patients who do not adhere to their medication. There are worries regarding the long-term effects and dependency. A patient’s motivation to adhere to prescribed treatment is influenced by the value placed on the following treatment plan [cost-benefit ratio] and the degree of confidence in being able to follow it. To improve a patient’s adherence to medication it is important that the patient’s intrinsic motivation is increased by developing their perceived importance of adherence. Further confidence needs to be strengthened by through development of self-management skills and behavioural treatment targets should be addressed concurrently with biomedical ones. [8]
It is possible for doctor to improve the DPR and adherence to treatment by adapting their own behaviour. [18] There are three common barriers that patients face focused on the doctor’s responsibility for improving the practice of medicine to increase adherence and also the patient outcomes. The first cause of non-adherence is depression which decreases motivation however there is a need for depression-screening in doctor’s consulting rooms and appropriate treatment or referral if necessary. It is vital to put more effort into identifying if a patient is suffering from depression because of its impact on the patient’s ability to adhere.
Second, whilst patients have concerns about the adverse effects on their medication prescribed, actually experiencing the effects are much less commonly reported. To change this the focus from the fears of the adverse effects the barrier can be reframed inadequately putting potential side effects into perspective. Research has found that pictorial aids that graphically demonstrate the magnitude of the risk can be helpful in further improving comprehension and adherence. [18] [19]
Third, patients struggle with the complexity of treatment regimens and this is a barrier to adherence. For patients who are prescribed a single medication instead of multiple medications usually follow their regime. [20] Also, larger doses of medication lead to further non-adherence. [20] The potential to improve adherence and outcomes can be done by decreasing the volume of medications prescribed and the frequency of each dose, all while removing the number of combinatorial products
There are also relevant clinical points. First, the four elements of the DPR have an impact on patient outcomes and potentially adherence to treatment. Trust is the patient’s faith in the doctor’s ability and the doctor’s trust in the patient’s honesty regarding their beliefs and/or symptoms. Knowledge refers to the doctor’s knowledge of the patient and vice versa. Loyalty refers to the patient’s ability to forgive the doctor for any inconvenience or mistake and the doctor’s commitment not to abandon the patient. Regard is that patients feel that the doctor likes them as individuals and is on their side. Further, four factors affect the DPR: patient-dependent, provider-dependent, health system-dependent and or patient-provider mismatch whereby solutions to each of these factors are rooted in the 4 elements of the DPT [1]. The DPR is a fiduciary relationship; one in which there is a trustee and a beneficiary. The doctor to respect the patient’s autonomy, maintain confidentiality, explain treatment options, secure informed consent, provide the highest standard of care and to not abandon the patient without giving them appropriate time to find a new doctor [1]. There are other significant points including secrets, worries and fears disclosed to doctors that patients have not disclosed to their friends/family members [1]. Ultimately, placing trust in a doctor can facilitate patients adhering to treatment, maintaining or regaining their health and well-being.
[bookmark: _GoBack]In 1956, Szasz and Hollender [23] outlined three basic models of the DPR which continue to be authoritative. First, the active-passive model is the oldest model and based on the doctor acting upon the patient who is treated as an inanimate objective. This model is appropriate during an emergency, when the patient is unconscious or when any delay would cause irreparable harm. In this situation, consent and even conversation is waived. Second, the guidance-co-operation model places the doctor in a position of power because they have medical knowledge. The doctor determines what is best for the patient and makes recommendations with the patient expected to agree. Finally, the mutual-participation model is based on an equal DPR whereby the patient is viewed as an expert (in their life goals) and therefore essential for designing treatment. The doctor seeks to draw out the patient’s goals in order that they can be achieved. Both doctor and patient have equal power, are interdependent and both should be satisfied. Since the 1950’s each of these models are appropriate in specific situations but largely there is support for the mutual participation model wherever it is medically feasible [23].  Further patients are increasingly accessing online health information and this has an impact on the DPR [25]. Results from research showed that internet health information-seeking can improve the DPR based on if the patient discusses the information with the doctor and on their prior relationship. Further, as patients have greater access to health information and expect to be more engaged in decision-making, the traditional models of DPR need to be reviewed.
Adherence is an important issue in medical care for three main reasons [22]. Non-adherence has a considerable financial burden on healthcare system. Adherence is key to process and outcome in medical care. Finally, adherence has major implications for conclusions drawn from clinical research, especially drug trials. It has been argued that the paternalistic approach to adherence should be avoided, because the DPR, communication and shared decision-making are critical to adherence. The health beliefs and perspectives of patients should be built-in to the DPR. It is also essential that there are broad notions of concordance, co-operation and partnership. Going forward, adherence research should focus on the reasons/motivations for medication-taking behaviour with a robust focus on the social contexts involved.
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