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Adherence assessment practices in haemodialysis settings: a qualitative 

exploration of nurses and pharmacists’ perspectives 

 

Abstract 

Aims and objectives. To explore clinician assessment of patient adherence, and identify 

strategies to improve adherence assessment practices in haemodialysis settings. 

Background. Patients with chronic kidney disease undergoing haemodialysis are typically 

prescribed complex regimens; as such, they are at high risk of medication nonadherence. 

Current clinical practices focus on prescribing medications, however, little attention is paid to 

measuring and ensuring patient adherence to their prescribed treatments.  

Design. A qualitative study. 

Methods. Semi-structured individual interviews were conducted in November and December 

2016, with 12 nurses and six pharmacists, working in Australian haemodialysis settings. The 

study was conducted and reported in accordance with COREQ guidelines.  

Results. Participants were 25-60 years old and had 1-27 years of experience in dialysis. Seven 

themes related to assessing adherence were identified: prioritization of resources, interplay 

between workload and available time, awareness of formalized adherence measures and 

training deficits, concerns about practicality/suitability of adherence measures, communication 

of assessment services, patient participation, and trust. Three themes related to strategies for 

improving adherence assessment practices were identified: formalization of adherence 

assessment process, integration of assessment processes and tools into routine, and use of 

multidisciplinary support to assess and promote adherence.  
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Conclusions. Current adherence assessment practices could be improved through 

formalization and integration of the assessment process into dialysis unit policy/procedures. 

Additionally, as barriers to assessing adherence were identified at organizational, professional 

and patient levels, there is a need to address barriers from each level in order to improve 

adherence assessment practices in haemodialysis settings. 

Relevance to clinical practice. This qualitative study highlights the challenges and practical 

ways by which adherence assessment practices could be improved in haemodialysis settings. 

This would encourage renal clinicians to actively participate in adherence assessment and 

promotion activities to ensure patients benefit from their therapies.  

 

Key words 

Adherence assessment practices; dialysis; haemodialysis; kidney failure, chronic; medication 

adherence; qualitative research 
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Introduction 

Medication nonadherence is a well-recognized problem in chronic diseases that requires urgent 

research to address the underlying causes (Lemstra, Nwankwo, Bird, & Moraros, 2018). 

Avoidable healthcare costs attributed to medication nonadherence in the US is estimated 

between $100 and $300 billion annually representing between 3% and 10% of the total US 

healthcare costs (Iuga & McGuire, 2014). Patients with end-stage kidney disease (ESKD) 

undergoing haemodialysis are at high-risk of medication nonadherence, due to increased 

burden of concomitant illness and dialysis-associated complications that demands complex 

treatment regimens (Ghimire, Castelino, Lioufas, Peterson, & Zaidi, 2015; Manley, Cannella, 

Bailie, & St Peter, 2005). The prevalence of medication nonadherence in patients undergoing 

haemodialysis range between 12.5% and 98.6% (Ghimire et al., 2015). Poor adherence has led 

to increased morbidity and mortality (Denhaerynck et al., 2007), disruption in hypertension 

management resulting uncontrolled blood pressure (Burnier, Pruijm, Wuerzner, & Santschi, 

2015), increased risk of hospitalization, emergency presentations and intensive-coronary care 

unit  admissions (Chan, Thadhani, & Maddux, 2014).  

 

Background 

The primary step towards improving medication adherence involves assessment of whether 

patients have followed their treatment regimens (Martin, Williams, Haskard, & DiMatteo, 

2005). Providing an opportunity for patients to express their concerns to their health 

professionals can elicit information about the patients' beliefs and attitudes towards 

medications, social and cultural contexts, and emotional health challenges that may impede 

adherence (Ghimire, Castelino, Jose, & Zaidi, 2017; Martin et al., 2005; Osterberg & Blaschke, 

2005). All of these components are crucial in influencing adherence intentions, and thus need 
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to be explored during therapeutic consultations (Martin et al., 2005). However, current clinical 

practices focus more on improving treatment outcomes rather than measuring and ensuring 

patient adherence to their regimens (Brown & Bussell, 2011), despite associations between 

poor adherence, and morbidity and mortality rates. As proper assessment of patients' 

medication-taking behaviour is important to ensure the benefit of prescribed therapies, ongoing 

assessment of adherence is necessary to ensure that patients are taking their medications 

appropriately (Brown & Bussell, 2011; Martin et al., 2005).  

Understanding renal clinicians’ perspectives can help identify challenges and practical 

ways by which adherence assessment practices could be improved. However, these are often 

less explored aspects of patient adherence reported in medical literatures. In two separate 

surveys (Ghimire, Banks, Jose, Castelino, & Zaidi, 2017, 2018), renal nurses and pharmacists  

reported time constraints  (Ghimire et al., 2017), lack of support from hospital administration 

(Ghimire et al., 2017), and patient’s unwillingness to discuss medication-related issues with  

nurses (Ghimire et al., 2018) as potential barriers to assessing adherence during routine care. 

Although these quantitative studies provide some insights into barriers to adherence 

measurement practices, these are less robust in exploring clinicians’ perspectives on their 

challenges of assessing adherence during routine care. Patients with ESKD usually undergo 

haemodialysis three times a week, for three to five hours per session (Group, 2010). This 

schedule provides opportunities for renal nurses and pharmacists to interact with their patients. 

Renal clinicians can use this opportunity to assess adherence, educate patients, and promote 

medication adherence. Therefore, the present study aims to explore the perspectives of renal 

clinicians in regard to medication adherence assessment practices. Specifically, the present 

study aims to qualitatively: 

1. Explore clinician assessment of treatment adherence in patients undergoing 

haemodialysis, and  
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2. Identify strategies to improve adherence assessment practices in Australian 

haemodialysis settings.  

 

Method 

The consolidated criteria for reporting qualitative research (COREQ) guidelines (Tong, 

Sainsbury, & Craig, 2007) were used to conduct and report the findings of this study (See 

Supplementary File 1). The Tasmanian Social Sciences Human Research Ethics Committee 

granted approval (H0015433). Reply to the invitation email was considered implied consent 

for participation. 

 

Participants 

Renal pharmacists and nurses working in Australian dialysis centers were eligible to 

participate. Recruitment was sought from participants who had previously participated in a 

survey of renal clinicians that measured perceptions and practices of assessing adherence in 

patients undergoing haemodialysis. Twenty renal clinicians expressed their interest to 

participate in this study, however, two participants later withdrew due to lack of time. 

 

Data collection and analysis  

A pharmacist researcher who had been trained in qualitative research, conducted semi-

structured, individual telephone interviews in November and December 2016 (Interview guide: 

Online Appendix 1). The participants and the interviewer were not known to each other before 

the study. At the beginning of each interview, participants were informed of the professional 

status of the interviewer and the scope of this study. Each Participant was provided AUD $50 
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voucher. This was deemed a reasonable reimbursement for the participants’ time, and in 

accordance with common practice of the community in which the research was conducted. All 

interview were audio-recorded and transcribed verbatim. The median interview duration was 

31 minutes (range 22-50 minutes). 

Interview transcripts were thematically analysed following Braun and Clarke’s six-step 

method of thematic analyses (Braun & Clarke, 2006). Transcripts were read repeatedly for 

familiarization and data immersion. Initial codes were generated from the data without using 

any a priori themes. The codes were sorted and aggregated into initial themes. Refinement of 

the themes followed discarding irrelevant themes and collapsing similar themes or sub themes 

into an overarching theme. At this point, the themes were defined and further refined for 

analysis. These final themes were then reported as findings. The pharmacist researcher 

independently coded the interview transcripts. Other investigators reviewed the codes 

independently to ensure agreement. NVivo software (QSR International Pty Ltd. Version 11.0) 

was used to organise codes and themes from the transcripts. Data saturation was considered as 

the point where no new codes were generated from the transcripts. Data was saturated after the 

15th transcript as no new codes were generated from the remaining three transcripts.  

 

Findings 

Eighteen renal clinicians comprising 12 nurses and six pharmacists participated. The median 

age of participants was 44 years old (range 25-60 years), and a median of 11.5 years (range 1-

27 years) of experience working in renal unit(s). Other participant characteristics are presented 

in Table 1.  

The sections below describe the themes identified, with quotations from participants. 

A more detailed compilation has been included as Online Appendix 2 and 3 to facilitate  
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confirmability auditing (Krefting, 1991). The following abbreviations are used for the sections 

below when quoting participants: P = Pharmacist, N = Nurse, and the number indicates 

interview sequence.  

 

A. Barriers to assessing medication adherence 

Seven themes were identified that have been organized into three main categories: 

organizational, professional, and patient-level barriers. A summary of the barriers to assessing 

adherence is depicted in Figure 1, and further details regarding each theme is described in the 

following sections.  

 

1. Organizational 

Sub theme 1A: Prioritization of resources 

A key barrier to assessing medication adherence was workplace allocation of resources:   

It depends on the organizational priorities. If they are supportive of this [assessment 

process] or have a vested interest in this…, then the organization is more likely to 

pursue this, but otherwise if they can’t see any value in it, any direct dollar savings then 

it’s unlikely to be pursued. [P3] 

Funding was a major factor for resource prioritization. Participants expressed the need for 

dedicated clinicians, access to interpreter services for non-English speaking patients, and a 

private space/interview room in the haemodialysis unit for conducting adherence assessment 

and promotion activities.  
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[A] big limitation for conducting such activity [i.e. assessing adherence] is the absence 

of pharmacist in the unit. We wish to have a dedicated pharmacist to carry these 

activities. [N7] 

[Interpreters are] not massively accessible. That is a barrier. Availability of an 

interpreter services is a barrier in the case of non-English speaking patients. [P4] 

Privacy can be an issue because most of our patients sit very close to other patients and 

there is no way to go to the staff with anything privately. [N11] 

 

2. Professional 

Sub theme 2A: Interplay between workload and available time 

Amidst a variety of tasks performed while caring for patients undergoing haemodialysis, renal 

clinicians may not have sufficient time to spend with patients, and assessing medication 

adherence may not be a high priority when time is limited.    

If patients have health matters that are urgent, if they have been experiencing pain or 

having a lot of falls, or whatever that sounds like it’s a new problem, the focus becomes 

on that, rather than other aspects like medications. Whereas, if the person is quite 

stable, probably there is more emphasis towards medicines. [P9] 

Staff compliance towards assessment services would also diminish due to task prioritization 

and increased workload.  

Staff participation may be poor. Unless it’s really concerned with particular patients, 

or feel we need to monitor, but if we do it for everybody the work load is very high and 

some of the nurses won’t be happy participating. They are already pre-occupied and 

may say, “Oh! It’s not our responsibility”. [N15] 
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Sub theme 2B: Awareness and training deficits  

Lack of awareness about formal adherence assessment tools was described by the majority of 

participants.  

I don’t know any formal [assessment tools].  I’ve never heard about any official ones, 

I think it would be interesting to read about. [P4] 

However, to address this barrier by providing training and education related to adherence 

assessments was detailed by several participants: 

Nursing staff lacks necessary training and skills. I think definitely, there is room for 

improvement in relation to educating the nurses about medication on dialysis or all 

kidney failure patients. [N17] 

The above exemplar highlighted gaps in training in conducting adherence assessments. 

 

Sub theme 2C: Concerns about practicality/suitability of adherence tools  

Participants identified several limitations of formal assessment that would compromise 

identification of nonadherent behavior. One perceived limitation is that of practicality and 

reliability of using validated questionnaires or objective pill counting:  

It’s not quite possible, it’s not that easy to measure and absolutely quantify 

[adherence]. The only way you could do is you physically watch the patient for a week, 

you know, taking all their dosage. I don’t think it’s possible. [P1] 

Some participants felt that measuring adherence might label a patient as being nonadherent. 
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I think it’s good to get a general measure of adherence within patients, but I do 

sometimes find questionnaires label patients as being nonadherent and it’s sort of taken 

as quite a nasty term. [P5] 

 

3. Patient-level  

Sub theme 3A: Communication of assessment  

Participants reported the need to set expectations to ensure effective assessment of medication 

adherence because patients may perceive their privacy being invaded and would not 

participate:   

It would depend on how it is presented, if it wouldn’t be presented in a right way there 

would be patients who would become upset about why we are asking that question, and 

patients feeling of having their privacy invaded puts a lot of significant barriers of trust 

at the nurses. [N11] 

However, if the patients knew about the benefits, and what to expect of the assessment process, 

they would be aware and respond to the assessment: 

I think most of the patients would be happy to answer the questions definitely, if they 

see the benefit from it, that we care about the medicine they are taking. [N12] 

 

Sub theme 3B: Patient participation 

Participants described factors that deterred patients from undertaking adherence assessment 

activities. These included treatment fatigue from dialysis, patient activation (i.e. patient’s 

motivation and perceived ability to contribute to their health management), and language 
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barriers especially with non-English speakers that would prevent patients from conveying their 

health-related issues to the clinicians.   

Medical people oversee them and they have so many appointments, and if you ask them 

if they have any worries they will just say “no”. A lot of them, even if you offer review 

they go, “No everything is fine, I actually don’t need to see you.” [P1] 

People do have free will. Even though we are trying to do the best to our patients, they 

still can go, ‘I can’t be bothered’. Then you have to go that point, well that’s your 

decision not anybody elses. [P2] 

We had quite a few issues in our unit based on different cultural groups. We do have 

quite a few non-English speaking patients; basically they speak English but not enough 

to understand. [N11] 

 

Sub theme 3C: Trust 

Participants described trust and mistrust, and its impact on conducting a medication adherence 

assessment:  

It’s sad, I think some of them have mistrust about what we tell them, they don’t trust 

that we are telling them the right thing or the truth about the medication what they 

require. [N6] 

They don’t look at the nursing expertise, they also don’t listen to suggestions [about 

taking medications] and, they say the doctors said do this way and they won’t take on 

board with the nursing, also the lack of confidence in the nursing that we would know 

what they are talking about. [N18] 
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Patients feel that they are going to be judged. That, they should by now know this 

information, why they are asking this pointless question, causing time wasting. [P3] 

Participants perceived that patients would prefer to share their concerns with renal clinicians 

whom they trusted, had rapport, and did not feel judged regarding their adherence. 

 

B. Strategies for improving adherence assessment 

Three sub themes related to improving adherence assessment were identified. A summary of 

considerations to improve adherence assessment is highlighted in Table 2. 

 

Sub theme 1: Formalization of assessment process 

Participants commonly commented on the need to formalize the adherence assessment in the 

haemodialysis setting, to facilitate other renal clinicians to perform adherence assessments as 

part of routine care: 

I think it might be good [to formalize assessment] because everybody then is following 

the same process. Staff know what to look for and what to ask. If you got a tool that it 

will prompt them to ask questions or prompt them to follow up on certain things. [N18] 

 

Sub theme 2: Integration of assessment process and tools into routine care 

Participants described integrating an adherence checklist into their medication treatment 

sheets.  

We could possibly have on a care plan a medication check and tick the boxes after 

conversation with the patients. Not so much the questionnaire, but just the prompt to 

have that conversation with the patients. [N14] 
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Well, our daily treatment sheet has, we already have some checklist we go through, sort 

of might be a simplest just adding up [adherence checklist], having any issues with your 

tablets… [N8] 

 

Sub theme 3: Multidisciplinary support 

Successful assessment of patient adherence was thought to be more likely to follow 

multidisciplinary support. Participants highlighted the need to collaborate with medical and 

nursing staff in order to provide a consistent message to the patients regarding adherence 

assessment and promotion activities.    

I think we need to be involved in multidisciplinary approach, so we have support from 

our colleagues, so everybody is on the same page and support its initiatives and 

therefore the patients get the consistent message that it’s not just the pharmacists 

hounding them, but it’s actually got value and purpose behind it. [P3] 

You need pharmacy input and you need medical staff input, and you need to have a 

clinician champion who is at the absolute top of the chain. You can’t do this from a 

nursing perspectives [alone], we can’t do it as pharmacists [alone]. [P2] 

Participants also expressed a need to liaise with interpreters for non-English speaking patients, 

or indigenous liaison staff in the case of indigenous or Aboriginal patients to support in their 

medication management:  

We use interpreters where necessary, if they are the patients with different languages. 

[P1] 

We wait for their carers or family to come in who speak their language and we interpret 

via them. [P3] 
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For the indigenous, we have support from the Aboriginal liaison staff, so they can talk 

to her and help in medication management. [N12] 

 

Discussion 

This study explored specialist renal pharmacists’ and nurses’ perspectives on the challenges in 

assessing medication adherence and ways adherence assessment practices could be improved 

in haemodialysis settings. This study offers a number of insights into the organizational, 

professional, and patient-level factors that may influence adherence assessment activities. In 

addition, this study confirms the findings of other studies, which recommend formalization and 

integration of the adherence assessment process into routine practice, and highlights the 

importance of multidisciplinary support required for a successful assessment of medication-

taking behavior. Organizational and professional barriers identified from this study such as 

resource prioritization in workplaces, time availability, and awareness and training deficits 

among health professionals corroborated findings from other studies (Dayer, Dunn, Pace, & 

Flowers, 2016; Zolnierek & DiMatteo, 2009; Mangan, Powers, & Lengel, 2013; Roberts, 

Benrimoj, Chen, Williams, & Aslani, 2006; Salgado, Moles, Benrimoj, & Fernandez-Llimos, 

2012). This study reiterates concerns surrounding practicality and suitability of adherence 

assessment, which has been extensively studied medication adherence (Burnier et al., 2015; 

Ghimire et al., 2015; Nguyen, La Caze, & Cottrell, 2014; Osterberg & Blaschke, 2005).  

This study revealed that patients would prefer sharing their concerns with clinicians 

whom they trust and not feel judged, consequently leading to good patient-clinician 

partnerships. Relationships between patient-clinician would influence assessment process and 

can have a significant impact on medication-taking behavior (Rifkin et al., 2010). While 

clinicians may have good intentions to assess adherence, if they fail to set expectations and 
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identify benefits of assessing adherence, patients may turn hostile towards the assessor and 

withdraw participation. Thus, communication can be critical to patient-clinician relationships. 

Having good patient-clinician communication can improve adherence, as supported by a meta-

analysis (Zolnierek & DiMatteo, 2009). Communication can also be a key to patient activation, 

which involves providing necessary knowledge, skills and motivation to improve a patient’s 

ability to self-care and maintain their health (Hibbard et al., 2004). Patients have been found to 

follow recommended advice when they are in the higher stages of activation (Hibbard, 

Mahoney, Stock, & Tusler, 2007). A recent systematic review has also highlighted that 

increased patient activation scores are associated with decreased hospitalization and emergency 

room utilization in chronically ill patients, though the relationship to medication adherence was 

inconclusive (Kinney, Lemon, Person, Pagoto, & Saczynski, 2015). Future research should 

explore the relationship between patient activation and its impact on medication adherence in 

patients with ESKD who are undergoing haemodialysis.  

Our participants reported the desirability of formalizing adherence assessment. Patients 

may feel that their privacy was less at risk when inquired about their medication-taking 

behavior and would rather make themselves available for assessment. Most participants 

proposed integrating an adherence checklist into routine care. Renal clinicians can utilize any 

of the validated questionnaires available in the literature that non-judgementally asks about 

their medication adherence for example, “I know it must be difficult to take all your medications 

regularly. How often do you miss taking them?” Alternatively, patients may be asked about a 

particular medication, “How often do you not take medication X?” (Brown & Bussell, 2011; 

Magid & Ho, 2016). These questions may open up discussions pertaining to medication-related 

issues. Previous studies found that disclosure of nonadherence through interviews and 

questionnaires have represented patient’s medication-taking behavior (Choo et al., 1999; 

Magid & Ho, 2016; Wagner et al., 2001). However, it should be understood that self-reported 
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measures, though inexpensive and easy to use, come with limitations such as recall bias and 

social desirability responses (Lehmann et al., 2014). Moreover, accompanying challenges from 

organizational and professional levels while incorporating adherence assessment need to be 

carefully considered. Due to the interplay between workload and time, dialysis staff may seek 

to prioritize their tasks, which would diminish staff compliance towards the adherence 

assessment. More dedicated clinicians may be required to carry out adherence assessment and 

promotion strategies. However, organizations may have competing priorities for allocation of 

resources that may discourage implementation and/or sustainability of such programs (Mangan 

et al., 2013; Roberts et al., 2006; Salgado et al., 2012). Further research is warranted to assess 

the feasibility and cost-effectiveness of implementing such programs in haemodialysis settings.    

Table 2 provides practical strategies to facilitate a routine assessment which may lead 

to better adherence in haemodialysis settings. One of the key findings was medication 

reconciliation and review on a regular basis. The medication reconciliation process confirms 

the accuracy of medication record with the patients/caregiver, whereas medication review 

involves in-depth analysis of the medication regimen including appropriateness of therapy, 

dosing, and monitoring of side effects and efficacy of the treatment (Patricia & Foote, 2016). 

As patients undergoing haemodialysis see multiple prescribers, have frequent hospital 

admissions, and are on multiple medications; this increases the risk for medication record 

discrepancies (MRDs) and medication-related problems (MRPs). On an average, 3.1 MRDs 

and 0.5 MRPs per patient has been observed in the haemodialysis population (Patricia & Foote, 

2016). Thus, conducting regular medication reconciliation and review by a dedicated clinician 

may facilitate early detection and intervention of MRPs in patients on haemodialysis.  

Other findings were to verify objective evidence while assessing adherence, for 

example, by calling the patient’s local pharmacy, checking refill history, or reviewing blood 

levels of certain medications such as phosphate binders. Pharmacy refill data can be a means 
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to identify intervals between medication refills and help initiate patient dialogues for exploring 

medication-related issues. However, this method may only be effective within the closed 

pharmacy system, and does not necessarily provide direct evidence of medication 

administration by the patients (Magid & Ho, 2016). In such cases, objective assessment may 

be carried out in conjunction with subjective methods like patient interviews or using self-

reported questionnaires.   

Multidisciplinary support for adherence assessment also emerged as a prominent 

theme. Renal clinicians from disciplines such as medicine, pharmacy and nursing can work 

together and liaise with the interpreters or social workers for assessment of multiple variables 

which impact on medication adherence. Creating an opportunity for active patient involvement 

during therapeutic consultations with clinicians improves patient adherence to treatment 

(Zolnierek & DiMatteo, 2009). Practice implications also extends to current renal clinicians by 

providing trainings in the skills necessary to assess and promote adherence. In addition, 

haemodialysis settings may require the upgrade of the infrastructure by having a private space 

or interview room to safeguard patients’ privacy. The recommendations arising from the 

findings will help inform the design and testing of a new model of care that incorporates 

adherence assessment into routine care for early identification of nonadherence in patients 

undergoing haemodialysis.     

 

Study limitations 

As individual practices may vary between haemodialysis settings, the views expressed may not 

be generalizable to settings with considerable differences. Also, the renal pharmacists’ 

viewpoints from the Australian context may differ from other countries where pharmacists do 

not have specialised clinical roles. Further studies should be conducted to evaluate the 
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applicability of our findings to wider populations. Nevertheless, given the diverse sample of 

renal clinicians with varied years of experience, this study captures potential barriers and 

recommends strategies for improving adherence assessment. Furthermore, the use of a 

recognised data analysis method (Braun and Clark, 2006) ensures the rigor of the study. In 

addition, the conduct and reporting of this research (Tong et al., 2007) facilitates dependability 

auditing (Krefting, 1991), if required.  

 

Conclusions 

The barriers to assessing adherence were identified at organizational, professional, and patient 

levels. Current adherence assessment could be improved through formalization and integration 

of the adherence assessment into dialysis unit policy/procedures, and overcoming existing 

barriers by appointing dedicated and trained clinicians for conducting adherence assessment 

and promotion activities in haemodialysis settings. Most importantly, renal clinicians should 

opt for patient engagement where possible, frequently instigate dialogue, and remain vigilant 

in identifying patients’ concerns related to medication that may help to resolve the significant 

issue of medication nonadherence in patients on haemodialysis.   

 

Relevance to clinical practice 

The findings from this qualitative study highlight the challenges faced by renal nurses and 

pharmacists in assessing adherence, and suggests some practical strategies which adherence 

assessment could be improved. These findings could encourage renal clinicians to actively 

participate in adherence assessment and promotion activities, and help ensure patients on 

haemodialysis benefit from their therapies. 
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What does this paper contribute to the wider global clinical community? 

 

 This study provides an insight into the often less explored aspect of patient adherence 

that is the role of clinicians, such as renal nurses and pharmacists, in assessing and 

promoting adherence, their challenges to assess adherence during routine care, and 

identifying ways by which some of those challenges could be mitigated to ensure 

patients benefit from their therapies.  

 Various challenges were identified at organizational, professional and patient levels 

that could hinder adherence assessment.  

 Some of the recommended strategies to improve adherence assessment in 

haemodialysis settings includes, formalization and integration of assessment 

processes/tools into routine care, and use of multidisciplinary support to assess and 

promote adherence.  
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Table 1. Demographics of participants (n = 18) 

Characteristics  Category  Value 

Age, Years  44 (25-60) 

 20-30 3 (16.7) 

 31-40 4 (22.2) 

 41-50 8 (44.4) 

 ш 51 3 (16.7) 

Gender   

 Male 5 (27.8) 

 Female 13 (72.2) 

Level of education   

 Diploma 2 (11.1) 

 Bachelors 7 (38.9) 

 Graduate Certificate 8 (44.4) 

 Masters   1 (5.6) 

Designation   

 Renal Pharmacist 6 (33.3) 

 Registered Nurse 9 (50.0) 

 Nurse Unit Manager 3 (16.7) 

Experience in renal unit, Years  11.5 (1-27) 

  1-10 8 (44.4) 

  11-20 9 (50.0) 

  ш 21 1 (5.6) 

Dialysis unit location   

 Metropolitan 12 (66.7) 

 Rural 6 (33.3) 

Note: Values expressed as number (percentage) or median (lower-upper limits of range).  
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Table 2. Considerations for improving adherence assessment practices 

 Formalization of the adherence assessment process 

- Formalize the process in hospital policy/procedures 

 Integration of the adherence assessment process and tools into routine care 

- Integrate adherence checklist into treatment sheet 

 Multidisciplinary support 

- Partner with doctor and nursing staff 

-  Liaising with interpreters and communication facilitators (e.g. formal/professional 

interpreters, informal/family interpreters, liaison with indigenous/aboriginal co-operatives)  

 Other specific activities 

- Organize scheduled sessions for medication reviews (e.g. monthly review and reconciliation 

of medicines, patient report card review for blood levels) 

- Verification of objective evidence (e.g. direct observation of medicines, physical 

ĂƐƐĞƐƐŵĞŶƚ͕ ĐĂůůŝŶŐ ƉĂƚŝĞŶƚ͛Ɛ ůŽĐĂů ƉŚĂƌŵĂĐǇ͕ ƌĞĨŝůů ŚŝƐƚŽƌǇ͕ ŽďƐĞƌǀŝŶŐ ƐŝĚĞ ĞĨĨĞĐƚƐ ŽĨ ƚŚĞƌĂƉǇͿ  

- Assess subjectively through patient communication (e.g. discussing patient concerns about 

medicines, non-judgemental questioning, maintaining good rapport and trusting 

relationships, being a good listener) 
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Figure Legend 

Figure 1. Barriers to assessing medication adherence in patients undergoing haemodialysis 
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