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Making Outpatient Care of Diabetes More Efficient:
Analyzing Noncompliance
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Two recent brief articles1,2 in this
“Business of Diabetes” depart-
ment focused on common issues

that may worsen clinical outcomes of
outpatient diabetes care and make the
care process more prolonged and com-
plex. These issues were depression and
borderline personality disorder, and
both are examples of a multitude of
problems that result in the failure of
diabetic patients to adhere to the med-
ical prescription for their condition. The
effort to deal with the negative conse-
quences of noncompliance prolongs the
outpatient visit and makes service more
complex.

Perhaps no aspect of outpatient dia-
betes care seems as frustrating to pri-
mary care providers as the problems that
result in nonadherence. In our program,
we have developed a menu of brief, sim-
ple assessments to identify the factors
that contribute to this overall problem.

“Nonadherence” Versus
“Noncompliance”
Some years ago, diabetes educators
argued that the term “adherence” be
used preferentially instead of “compli-
ance,” and the term “nonadherence” be
substituted for “noncompliance.”3 The
rationale for this proposal was that the
term “noncompliance” implies a series
of negative value judgments about
patients as people. Instead, the term
“nonadherence” was thought to imply a
description of a failure to follow the
medical prescription without any bias
toward the patient as a person. Most
authorities have endorsed this view.4 In
addition, specific studies have noted that
nonadherence may entail various com-
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ponents that may relate to flaws in the
process of care and that do not entail a
failure on the part of the patient.5,6

However, much of the medical
community has never adopted this con-
cept, and in many other areas of clinical
practice, the term “noncompliance”
remains the standard description of this
adverse patient behavior.7,8 In diabetes
care, the concept of “noncompliance”
with associated innuendoes, remains
prevalent.9,10 It is widespread knowl-
edge that primary care providers in
active clinical practice also still use the
term “noncompliance.”

Regardless of whether concern
about the descriptive terms for this clin-
ical situation is appropriate, concern
about the clinical issue itself is very
important. If primary practitioners and
diabetes care professionals had an effec-
tive and efficient menu of assessments
to analyze noncompliance, the care
process and outcomes might improve
significantly. Patients who did not
adhere to the medical prescription might
receive a detailed assessment to deter-
mine why they did not adhere, rather
than a dismissive label of “noncompli-
ant.” What is needed is an efficient and
effective protocol for making this
assessment in the outpatient setting.

Recognized Components of
Noncompliance
Multiple issues contribute to whether a
diabetic patient adheres to the prescribed
treatment. These influences are similar
to those for other chronic diseases, such
as dyslipidemias,11 hypertension,12 men-
tal disorders,13 and asthma.14 Some of
the determinants are shown in Table 1.

Some issues that affect patient com-
pliance (or apparent compliance) actual-
ly are not directly determined by the
patient. Cost is one. A recent article on
noncompliance to drug therapies for dys-
lipidemias emphasized that cost is an
important determinant of patient adher-
ence.11 The ability to afford care may
also be an important determinant in the
compliance of pediatric patients with
type 1 diabetes.15,16

Whether the treatment prescribed
appears to the patient to be having a pos-
itive effect may also influence compli-
ance.17 In part, how patients perceive the
relevance of suggested therapies
describes how the treatments conform to
their “health beliefs model.”5 Conveying
information about suggested treatments
to patients in terms that are meaningful
to them (i.e., that fit with their health
beliefs model) is important. At times,
prejudgment by health professionals
about what patients can or cannot
accomplish based on their age, educa-
tion, or socioeconomic status may lead

Table 1. Determinants of
Noncompliance in Diabetic Patients

•  Presence of depression
•  Personality disorder
•  Failure to fulfill patient health

beliefs model
•  Cost of therapy
•  Dosing frequency of medications
•  Underinsurance
•  Adverse family dynamics, including

excessive codependency
•  Poor provider-patient relationship
•  Drug abuse
•  Older age
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sent an important component of unnec-
essary health care costs, especially hos-
pital costs.21,32 Thus, the development of
effective and efficient methods to assess
the possible contributors to noncompli-
ance in the outpatient setting appears
very desirable.

A Checklist for Noncompliance
The consideration that a patient may
intentionally fail to adhere to the treat-
ment prescription should be applied
without pejorative judgment to patients
with clinical characteristics that raise
specific and objective clinical “flags.” In
our center, the characteristics shown in
Table 2 constitute the most common
flags that may trigger our assessment for
noncompliance. These include dietary
nonadherence or ongoing weight gain,
persistent elevation of hemoglobin A1c

(A1C), failure to keep multiple office
appointments, or multiple episodes of
diabetic crisis. We also consider issues
related to other disease states, such as
lipid disorders and hypertension.
Therefore, persistence of abnormal lipid
levels, despite the prescription of lipid-
lowering agents, or persistence of
uncontrolled hypertension, despite the
provision of antihypertensive agents, is
considered. While persistently poor clin-
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to unnecessary, negative outcomes.18 The
frequency or complexity of prescribed
medical therapies is also an important
determinant of compliance. This is true
for the treatment of type 1 diabetes with
insulin19 and of type 2 diabetes with oral
hypoglycemic agents.20,21 The inverse
effect of dosage frequency on treatment
compliance in diabetic patients is consis-
tent with a very large body of data in
patients with other chronic conditions.20

The quality of the provider-patient rela-
tionship also influences compliance,22,23

and so does the adequacy of insurance
coverage for the care of diabetes.15

Issues related intrinsically to the
patient also influence compliance.
Depression,1 personality disorder,2 or
any other psychiatric disorder24 may
have a primary impact. A history of drug
abuse negatively influences compli-
ance.25 Older age may impair compli-
ance in diabetic patients,20 as it appears
to do in patients with dyslipidemias.11

Adverse family dynamics or other psy-
chosocial disruptions play a role.15

The effect of the educational level or
sophistication of the patient, independent
of problems communicating effectively
with people of lower educational
achievement, is unclear. We reported no
significant effect of educational level in
patients learning home glucose monitor-
ing.18 In contrast, Ronsin et al.26 noted an
adverse effect of lower educational level
on the use of insulin pumps. 

Effects of Noncompliance on Clinical
Outcomes
However valid the judgmental percep-
tions of treating health providers are
about noncompliant patients, their
underlying concerns about relationships
between noncompliance and poor clini-
cal outcomes are quite well founded.
Compliance influences glycemic con-
trol.27 A wide variety of studies demon-
strate that patients who fail to adhere to
prescribed clinical regimens have very
poor outcomes.15,25,28–30 The likelihood of
recurrent diabetic crises is related in part
to patient noncompliance.15,29,31 In dia-
betes care, noncompliance may repre-
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ical outcomes may suggest noncompli-
ance, they do not prove poor adherence.

Whenever a patient triggers a com-
pliance assessment, we attempt to car-
ry the assessment out during our triage
check-in process. Much of our assess-
ment is designed to allow the patient to
provide the desired information by
self-reporting during our triage
process. We use quick written assess-
ments and questionnaires to determine
if these screens suggest noncompli-
ance. Our assessments are listed in
Table 3. When coupled with the flags
we use to trigger assessments, these
evaluations give us substantial clinical
information about whether we should
more actively pursue questions regard-
ing noncompliance during the office
visit, and they guide us as to which
aspects should be emphasized. 

A number of our assessments relate
to psychological issues. We test for the
possibility of depression using a depres-
sion index. We observe certain behav-
ioral traits to consider whether the
patient may have a personality disorder
that might be influencing the success of
diabetes care.2 We administer a self-
reported questionnaire to learn what
patients have eaten during the 3-day

Table 2. Clinical Flags That
Encourage Assessment for
Noncompliance

•  Persistent elevation of A1C
•  Erratic fluctuations of blood 

glucose
•  Frequent missed office 

appointments
•  Repeated failure to carry out rec-

ommended clinical testing
•  Repeated failure to do suggested

glucose self-monitoring or present
results at office visits

•  Persistent weight gain
•  Dietary nonadherence
•  Frequent episodes of diabetic crisis
•  Excessive or repeated demands for

extraordinary services or other 
considerations

Table 3. Rapid Office Assessments
of Patient Adherence

•  Review of home blood glucose test-
ing to determine whether fluctua-
tions of glucose are erratic

•  Three-day dietary intake
•  Depression scale testing
•  Daily schedule and activity assess-

ments
•  Laboratory screens for drug abuse
•  Assessment of patient behavior

toward office staff
•  Explanation of frequent missed

appointments
•  Review of costs of prescribed treat-

ments
•  Assessment of reliability of adher-

ence to medication regimen
•  Consideration of provider-patient

relationship
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Therefore, the first priority for prac-
ticing physicians is to evaluate why a
patient may be noncompliant rather than
to complete an assessment with that con-
clusion. In our center, we consider how
the patient has interacted with all mem-
bers of the staff from the receptionist to
the physician. Staff members are encour-
aged to notify the treating health profes-
sional if the patient has given the impres-
sion that there may be issues in the
interaction or has complained about
aspects of the services provided. This
sort of behavior may reflect valid dissat-
isfaction or it may suggest underlying
psychosocial questions.

Similarly, we watch the dynamics of
the entire family in interacting with us
and with each other. We wish to see if
there is evidence of dysfunction or code-
pendency. When we find patients with
such issues, we refer them to our clinical
psychologist. We suggest that each clini-
cal practice that focuses on diabetes
develop an active relationship with a
clinical psychologist for these and other
patients. We have previously published a
description of how this relationship may
occur within a diabetes practice.35

Health providers should review each
aspect of the patient’s self-care to deter-
mine whether there are specific issues
that will affect compliance. Such inquiry
should consider whether patients under-
stand the specific self-care task and
whether they believe it is important to
their health. Whether patients can afford
the task and whether the task requires
the overall treatment to become much
more complex should also be examined. 

Finally, we suggest that providers
confront evidence of patient dissatisfac-
tion with services directly, in a profes-
sional manner. In our experience,
patients who are exhibiting dissatisfac-
tion in nonverbal ways usually have
two sorts of dissatisfaction. One relates
to our customer service, and the other
relates to real or perceived grievances
against a member of the medical staff.
We consider these questions with the
patient. If the issues have validity, we
seek to satisfy them. If not, we endeav-
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period before the office visit. We believe
that excessive codependency in family
dynamics may be an adverse influence
on compliance, though there is little
comment on this in the literature. Code-
pendency is usually grouped with other
behavioral issues in assessments of fami-
ly dynamics in diabetes.33 Therefore, we
screen for signs of excessive codepen-
dency in family relationships. 

We are very conscious of the possi-
ble adverse influences of excessively
costly or complex treatment regimens
on our patients. We have learned to esti-
mate the costs of the drugs we frequent-
ly use by calling our local pharmacies
rather than accepting information on
this aspect of treatment from pharma-
ceutical company representatives. Quite
often, the costs of drugs as presented by
the pharmaceutical representatives are
very much understated compared to
what we learn our patients will actually
pay at the local pharmacy. To reduce
daily pill counts and dosage frequency,
we prefer combination medications
where applicable.21 Finally, we attempt
to present information in terms our
patients understand in order to fulfill
their health beliefs model. As part of
that effort, we use instructional materi-
als that are written at a reading and
comprehension level appropriate for
most of our population.34

Improving Patient Adherence
The original objection by diabetes edu-
cators to the use of the term “noncom-
pliance” was that its application to
patients included judgmental innuendoes
about their personal values or charac-
ter.3,4 In fact, this concern is quite valid
in clinical practice. In many clinical sit-
uations, “noncompliance” is not a non-
specific description of obstacles that
patients may have to therapeutic suc-
cess; it is a diagnosis. And it is in apply-
ing the term to a patient as a diagnosis
that, commonly, the problem with the
usual clinical approach to this issue
occurs, for applying the term as a diag-
nosis freezes all other considerations of
the issue.
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or to resolve them with the patient. If
we cannot, such a problem would be a
reason to sever the patient-provider
relationship.

Whatever approach providers take, it
is important that they have some proto-
col of assessment of noncompliance.
There may be other items providers wish
to include in their evaluations. But in the
end, providers should have an idea about
why their patients are noncompliant, not
just whether they are noncompliant. That
is the first step to improved adherence. 
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