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Abstract
Objective

To investigate the feasibility and potential impact of a pharmacy care intervention, involving
motivational interviews amongst patients with acute coronary syndrome, on adherence to
medication and on health outcomes.

Methods

This article reports a prospective, interventional, controlled feasibility/pilot study. Seventy one
patients discharged from a London Heart Attack Centre following acute treatment for a coronary
event were enrolled and followed up for six months. Thirty two pharmacies from 6 London
Boroughs were allocated into intervention or control sites. The intervention was delivered by
community pharmacists face-to-face in the pharmacy, or by telephone. Consultations were
delivered as part of the New Medicine Service or a Medication Usage Review. They involved a
15-20 minute motivational interview aimed at improving protective cardiovascular medicine
taking.

Results

At 3 months there was a statistically significant difference in adherence between the intervention
group (M= 7.7, SD=0.56) and the control group (M= 7.0, SD=1.85), (P=0.026). At 6 months the
equivalent figures were for the intervention group M=7.5, SD=1.47 and for the controls M= 6.1,
SD=2.09 (P=0.004). In addition, there was a statistically significant relationship between the
level of adherence at 3 months and beliefs regarding medicines (P=0.028). Patients who
reported better adherence expressed positive beliefs regarding the necessity of taking their
medicines. However, given the small sample size, no statistically significant outcome difference
in terms of recorded blood pressure and LDL-C was observed over the six months of the study.

Conclusion

The feasibility, acceptability and potentially positive clinical outcome of the intervention was
demonstrated, long with a high level of patient acceptability. It had a significant impact on
cardiovascular medicine taking adherence. But these findings must be interpreted with caution.
The intervention should be tested in a larger trial to ascertain its full clinical utility.



Key Messages

What is already known on this subject

* Pharmacist interventions have been shown to be successful in enhancing adherence to cardiovascular
medication and improving outcomes of cardiovascular diseases.

* Improved adherence to secondary prevention medication for coronary heart disease would promote
better clinical outcomes.

» Motivational interviewing can be an effective approach to improve health behaviour in people with
coronary risk factors.

What this study adds

* This pilot study suggests that a behavioural intervention, incorporating motivational interviewing and
delivered in a community pharmacy setting, can improve adherence to secondary prevention
cardiovascular medication, and corresponding clinical outcomes for patients following a myocardial
infarction.



Background

Despite progress since the 1950s, cardiovascular disease (CVD) remains a significant cause of
mortality and morbidity in the UK. There are currently an estimated 2.3 million people living
with CHD who are in need of secondary prevention medication [l Yet long-term adherence to
secondary prevention therapies is poor. Reported adherence to medication regimens post
Myocardial Infarction (M) ranges from 13-60 per cent [21,

Research indicates that approximately a quarter to a third of CVD patients discontinue their
medication P11, This problem is associated with drug wastage and, more importantly a loss of
clinical benefit and potentially serious health consequences 1.

There is robust evidence that consistent use of secondary prevention medication after a coronary
event is associated with lower adjusted mortality as rates compared with those amongst subjects
who are not consistent medicine takers [®l. For example, patients discontinuing clopidogrel
within a month after hospital discharge following acute myocardial infarction and drug eluting
stent pla[c]ement are significantly more likely to have an adverse outcome in the subsequent 11
months ['],

Strategies to tackle non-adherence can involve community pharmacy service providers. In
England, Medicine Use Reviews (MURs) were first instituted in 20051, They are intended to
help identify and address problems that patients experience in relation to taking medicines.
More recently, the New Medicines Service (NMS) ! was introduced in order to promote
adherence in patients taking medicines for the first time for a range of long-term conditions.
Both these services are NHS (The UK National Health Service) remunerated services of
community pharmacists.

Other strategies for supporting enhanced medicines usage involve motivational interviewing.
This can be defined as a client-centred, directive, form of counselling intended to foster
behavioural change by increasing awareness of ambiguities and internal dissonance 191,
Motivational interviewing has been employed in many clinical settings and with multiple patient
groups. (11 (121, (23]

Pharmacists are increasingly employing patient-centred approaches to support patients taking
medicines for long-term conditions. Yet there is currently no adequate evidence base regarding
the feasibility and effectiveness of motivational interviewing to promote medication adherence in
the pharmacy setting. This study was carried out to address this shortcoming and to evaluate the
potential effectiveness of a community pharmacy intervention for patients discharged following
a myocardial infarction with secondary prevention medication. It also explored issues relating to
improving communication and collaboration between hospital and community pharmacists.



Objectives

To investigate the potential impact on outcomes of a pharmacy care intervention involving
hospital pharmacy referral to community pharmacy services and motivational interviewing on
adherence to secondary prevention medication amongst recently discharged coronary heart
disease patients

Methods

Design

The study was designed as a prospective, feasibility/pilot, controlled trial. The primary outcome
was adherence to cardiovascular medication (Figure 1).

Study setting and Study population

The study was undertaken in collaboration with community pharmacists in East London and the
North East London Pharmaceutical Committee (NELLPC) and with practitioners and patients
from a London Heart Attack Centre. The study gained research ethical approval from the
National Research Ethics Service Committee (North West — Preston), from the R &D Joint
Research Management Office, Queen Mary Innovation Centre, and from the R&D Office,
University College London. The study population included coronary heart disease patients with
a discharge diagnosis of Acute Coronary Syndrome (ACS).

Recruitment
There were two stages of recruitment; recruitment of pharmacies and recruitment of patients.

Community pharmacists/pharmacies were recruited through NELLPC and assigned as below to
either the intervention or control group. The inclusion criteria were: (1) Pharmacists willing to
counsel patients and interested in attending further training; (2) have a consultation area and have
access to a telephone (land line or mobile) ;(3) the pharmacists were knowledgeable about the
NMS and MUR, and had contacts with or were willing to contact general practitioners and also
willing to contact patients to invite them for a consultation.

Allocation to intervention and control groups

Whilst simple randomisation of the entire sample was not possible, procedures were adopted to
ensure comparability of the intervention and control groups for this study. Pharmacy recruitment
was all done through NELLPC. Pharmacists informed of study by two different routes. Firstly,
by email 22 pharmacies responded that they wished to take part. These were randomised to
intervention and control by an independent statistician at UCL School of Pharmacy. This



process was concealed from the researcher and the research team and was performed at
pharmacy level to avoid contamination of controls.

To achieve sufficient numbers a second group were invited to participate during a professional
meeting and 10 pharmacies met the inclusion criteria. As the dates of motivational interview
training had had to be set in advance, pharmacists wishing to take part and able to attend the pre-
determined dates were allocated to the intervention group. The control group was a matched
sample drawn from remaining pharmacists who expressed a wish to take part. See Figure 2.
Eligible patients were prior to discharge given introductory information about the study by the
researcher and supplied with further details as requested. They were then asked if they would
like to participate. The full eligibility and exclusion criteria are described in Supplementary
Table 1. After recruitment, patients were assigned into groups according to the primary care
pharmacy at which they usually refill their prescriptions. Patients who normally refill their
prescription from the intervention pharmacies were assigned to the intervention group and
patients who regularly refilled their prescription in the pharmacies that were control sites were
assigned to the control group.

Blinding

The research pharmacist responsible for the data analysis was blind to the above group
allocations. The General Practitioners/Practices from which data regarding blood pressures and
LDL-C levels were collected were also blind, unless referral of a patient by a community
pharmacist took place. However, due to the nature of the intervention it was not possible to
blind the hospital and community pharmacists delivering the intervention or the patients
receiving it.

Sample size

Power calculations were based on the findings of previous studies in which the primary outcome
was adherence. For instance, a similar study [*4 reported a 33 per cent increase in adherence
with a margin error of 5 per cent and confidence interval 95 per cent. Given these and allied data
the enrolment target was set at 200 patients.

Pharmacist training

Pharmacists in the intervention delivery group participated in a two day training session on
motivational interviewing, followed by a subsequent booster session, given by an expert
psychologist (KF), all the training sessions on motivational interviewing including the booster
session were completed before inclusion of patients. An additional training session on the use of
secondary prevention medicines after a myocardial infarction was given by a consultant
pharmacist (SA).

Liaison with General Practitioners

The GPs were asked for their written consent to providing the results of blood pressure
measurements and LDL-C levels during the duration of the study with patient consent.



The intervention

The intervention was developed on the basis of a previous systematic review [*31. A ‘consultation
chart’ (a pro forma guide the motivational interview process) was developed by referring to a
previous randomised controlled trial involving hypertensive patients [*¢1 which generated
statistically significant impacts on adherence. In this instance trained research assistants rather
than pharmacists used motivational interviewing techniques. The intervention was designed to
include elements of motivational interviews and to be integrated into the existing NMS and

MUR pharmacy services so that the participating community pharmacists would be able to claim
funding for their work.

On discharge patients receiving the intervention were initially given usual care from a hospital
pharmacist. This consisted of a review of medications use, counselling on secondary prevention
and any other additional prescribed medication usage, an antiplatelet medication leaflet and
referral to cardiac rehabilitation. Patients were subsequently contacted by a pharmacist to
arrange a community pharmacy consultation.

The first community pharmacy consultation typically took place at around 2 weeks after hospital
discharge on either a face to face basis or by telephone as recent evidence shows that
motivational interviewing can be effectively delivered by telephone ) and lasted for 15-20
minutes. The substance of these sessions is detailed in Supplementary Box 1, also comparison of
motivational interviewing with traditional counselling can be found in Supplementary Table 2.

The control group

On discharge control group patients received usual care from a hospital pharmacist. As described
above.

Outcome measures and Data collection

The primary outcome measure used was self-reported adherence with the coronary artery disease
medication regimen prescribed, assessed via the Morisky Medication Adherence Scale
MMAS8!:8l. The Beliefs about Medicines Questionnaire-Specific BMQ-S ¥ was also used at 3
months after discharge; to evaluate the effect of the intervention on patients beliefs regarding
their medication and to examine the relationship between patients’ beliefs regarding their
medicines and adherence, this study did not evaluate changes in patients’ beliefs over time.

Secondary outcome measures included blood pressure and LDL-C. Baseline data collected from
the hospital included gender, age, diagnosis, blood pressure, LDL-C, ethnicity, post code and GP
practice, all patients enrolled in the study were discharged on four classes of medication
(antiplatelets, beta blockers, ACE inhibitors or ARBs and statins) as recommended for secondary
care of patients following a myocardial infarction 2%, Data collection took place at two weeks
after hospital discharge and at 3and 6 months (figure 1).



Analysis

Data was analysed by using the Statistical Package for the Social Sciences (SPSS) version 22 for
Windows. An independent T-test was used to compare the differences in the intervention group
and control group adherence means and also to compare the differences between the blood
pressures and LDL-C levels (Significance was set at the 5 percent level). A chi-square test was
performed to examine the relationship between beliefs about medication and adherence to the
cardiac medication at 3 months. The scores from the BMQ-S were handled according to standard
procedures for analysis of the questionnaire 9,

Results

In the 4 months available for recruitment for this study 71 patients were enrolled consecutively.
Recruitment is commonly one of the biggest challenges for any study. In this instance it was
undertaken by a single researcher. On average it was possible to recruit 2- 3 patients per day,
excluding those occasions on which no eligible patients presented. Out of a total of 233 patients
assessed for eligibility only 14 individuals refused to participate. Others were excluded because
they did not meet the inclusion criteria as illustrated in the consort diagram— see Figure 3

The NHS users recruited were predominantly male (76%) and as shown in Supplementary Table
3, most were in their sixties and seventies. It was found that 51 of the patients involved had had
an ST-Elevation Myocardial Infarction (STEMI). The remaining 20 had suffered a Non ST-
Elevation Myocardial Infarction (NSTEMI).

As a feasibility/pilot study, this was not powered to measure clinical outcomes and was designed
only to provide an indication of potential effectiveness. Hence the findings presented here should
be interpreted with caution.

Impact on adherence

As indicated in Figure 4 there was at baseline no difference in self-reported adherence rates
between the intervention group (M=7.45, SD=0.79) and the control group (M=7.5, SD=0.93)
(P=0.85). However, at 3 months there was a statistically significant difference in adherence
between the intervention group (M= 7.7, SD=0.56) and the control group (M= 7.0, SD=1.85),
(P=0.026). There was also a statistically significant difference at 6 months between the
intervention group (M=7.5 (93.75%), SD=1.47) and the controls (M= 6.1 (76.25%), SD=2.09)
(P=0.004). Note: (M=Mean, SD=Standard Deviation)
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Beliefs about Medicines

There was a statistically significant relationship between the level of adherence at 3 months and
the beliefs regarding medicines as evaluated by the BMQ-S (P=0.028). Patients with greater
levels of self-reported adherence showed more positive beliefs regarding the necessity of their
medicines.

Results on clinical outcomes: blood pressure and LDL-C

It was disappointing that for both BP and LDL-C around two-thirds of patients in both groups
did not have a follow-up evaluation from their GPs. This may help explain why at 3 months
there was no statistically significant difference between the intervention group (M=127, SD= 20)
and the control group in systolic blood pressure (M= 121, SD=20), P=0.3.

Similarly at 6 months there was no statistically significant result between the intervention group
(M=132, SD= 11) and the control group (M=129, SD= 12), P=0.6 (Figure 4). Nevertheless,
systolic blood pressure in the intervention group at 3 months decreased by 5 mmHg and at 6
months returned to the same as baseline. By contrast, Figure 4 also shows, in the control group
systolic blood pressure had decreased by 3 mmHg at 3 months but increased by 5mmHg at 6
months.

Likewise, there was no significant difference in diastolic blood pressure between the intervention
group at baseline (M= 74, SD=7.2) and the control group (M=73, SD= 11), P=0.8. At 3 months
there was again no statistically significant difference between the intervention group (M=73,
SD= 11.5) and the controls (M=72, SD=9.9), P=0.84. At 6 months there was similarly no
statistically significant result in the intervention group the figures were (M=68, SD= 11.7) and in
the controls they were (M=75, SD=4.8), P=0.2. Nevertheless, at six months mean diastolic blood
pressure in the intervention group had decreased by 6mmHg from baseline. In the control group
diastolic blood pressure had by then increased by 2 mmHg from baseline.

With regard to the LDL cholesterol levels reported, there was no statistically significant
difference between the intervention group’s LDL-C at baseline (M=2.75, SD= 1.05) and the
control group figures (M=2.79, SD=1.4), P=0.9. At six months there was a 0.79 mmol/Il
difference in LDL-C between the intervention group and control group (Figure 4). However,
although suggestive of a material difference this result was once again non-significant, possibly
because of the small numbers of subjects for whom data were available.

Discussion

This study reports positive findings regarding the potential outcomes of the community
pharmacy intervention investigated. Numerous studies have examined patients’ views on
services provided by community pharmacists. It has been commonly found that patient
awareness of the pharmacist’s role outside that of dispensing and non-prescription drug supply is
generally low. This could to date have led to an under-utilisation of pharmacist provided clinical
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services (21122 nitiatives like the study reported here may over time enhance awareness of the
value of pharmacy services in ‘serious’ contexts like post-hospital discharge following a cardiac
event. Such initiatives might also contribute to the uptake and utility of existing services (ie the

NMS and MURS), and promote improved hospital and community pharmacy communication.

In the latter context, patients’ discharge summaries were forwarded from the participating
hospital pharmacy to community pharmacists. Community pharmacy access to patients’ health
care records is not as yet usually available in the UK or elsewhere. There is evidence that this
restricts the capacity of pharmacists’ interventions to improve adherence and resolve other
medication related problems 231, This study demonstrates the potential importance of record
sharing between community and hospital pharmacists in improving patient care. The supply of
discharge summaries to community pharmacies was achieved by using secure hospital emails
and with patient consent. All the stakeholders involved, including the service users taking part,
supported the supply of discharge summaries to community pharmacies. This finding is in line
with the approach advocated by the Royal Pharmaceutical Society (RPS) (2014). The RPS has
recently launched *a hospital referral to community pharmacy innovators’ Toolkit developed in
response to the report ‘Now or Never: Shaping Pharmacy for the Future’ 24, In the Society’s
view referrals from hospital to community pharmacies could become routine practice within five
years.

After six months self-reported medication adherence amongst those receiving motivational
support from community pharmacist was 17 per cent greater than that recorded by control
patients. This result can be compared to a recent US study [ that found that a phone-based
motivational interview improved adherence in the case of antiplatelet medicines by 14% (p <
0.01). Itis also similar in magnitude to the reported effect of automated text messaging when
used to prompt adherence to cardiovascular preventive treatment 1261, Other research studies have
failed to find similar benefits in relation to the treatment of people who have experienced strokes
or other forms of vascular disease ?71%8], Nevertheless, there is mounting reason to believe that
greater use of well- targeted motivational interventions by community pharmacists could prove
to be of substantive value in today’s environment. It is also possible that combinations of
different types of approach to enhancing medication taking in high risk patient groups could have
even greater effects.

In this study a statistically significant relationship was found between reported adherence and
medicine takers’ beliefs regarding the necessity of taking their prescribed treatments. Although
there remain uncertainties regarding the causal links underpinning such observations, our
findings are consistent with other research undertaken in the UK and elsewhere 2°13% |nvesting
in pharmacy led interventions to further promote awareness of the value of taking medicines in
high risk therapeutic situations like post M1 care has the potential to contribute cost effectively to
improved health outcomes [2-341,

However, no statistically significant difference in the proportion of patients achieving BP and
LDL-C reduction targets was found in this trial, which was not adequately powered to identify
such effects. To date, most other similar studies have also failed to demonstrate statistically
significant results in relation to such proxy clinical outcomes 5-%1 A relatively recent review
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[3°] concluded that too few pharmacy based trials are available in this area, and that further larger
scale quantitative research involving CVD patients should be conducted.

More qualitative work examining pharmacists’ experiences of using motivational interviews to
enhance adherence should also prove useful. In addition, after a life changing event such as a
myocardial infarction many patients appear to welcome the additional primary care support that
appropriately skilled community pharmacists are capable of providing.

The positive responses of GPs involved in this investigation are also informative. Some previous
research has indicated that GPs often tend to have negative attitudes towards extending
community pharmacists’ clinical roles %, Yet the uptake and outcomes of community
pharmacy services such as the intervention evaluated here are likely to improve when they are
endorsed by GPs and effectively integrated with other primary care services. The findings of this
research indicate that, in addition to recent measures aimed at encouraging the employment of
pharmacists in GP surgeries, innovative approaches to developing community pharmacy
contributions to the care of patients in need of better overall primary care services are also worth
further investigation.

This study’s main limitations relate to the small sample size and that it was focused on
improving care in just one area of North East London; also it included a single centre this limits
its perceived effectiveness in different locations and patient populations and also limits the
confidence with which its findings can be generalised. Other limitations; it was not possible to
formally assess the extent to which all elements of motivational interviews were followed in the
delivery of the intervention and ideally, measures of adherence that reduce reliance on self-
reported data would also have been valuable. The strengths of the study that this article reports,
which was designed as a feasibility pilot controlled trial, include that it used well validated
instruments such as the Morisky Scale questionnaire and the BMQ, and that effective blinding
procedures were put in place.

Conclusion

This work indicates how enhanced pharmaceutical care could help further improve adherence to
medicines and health outcomes in relation to using medicines for preventive purposes amongst
patients recovering from acute coronary events. Moving further towards assuring the
optimisation of medicines use in this and other contexts is likely to demand the organisation of a
larger multicentre randomised control trial or trials, the design of which should be informed by
the findings of this feasibility study.
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Figure 2 Pharmacy Randomisation
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Assessed for eligibility (n=233)
Excluded (n= 162)
Other studies at the Hospilal A
Lives al care home 3
Other related diseases =
Refused to participate 14
[ | Gaing intn surgary { operations 13
Disgnosis changed 10
Hes mental lnesaiproblems 1
Des not speak Englizh 13
Enroliment J Lives outside pharmacy areas 20
Patients consented to participated in the study ™
h Total 233
(n=71}

Allocation

Allocated to intervention {n=32)

+ Received allocated intervention (n=30)

+ Did not receive allocated intervention (n= 1)
1patient dropped out of study,

| |

Allocated to control {n= 39)
+ Completed the study (n= 34)

+ Did not complete the study (n=3)
{2 patients died, 1patient dropped out of study)
|

|

) !

Lost to follow-up {n= 2},
1 patient moved house and 1 patient moved to
a different country

Follow-Up
Lost to follow-up (n=1)
1 patient moved house
|

l [ Analysis

) |

Analysed {n= 32)
+ Excluded from analysis (n= 0)

Analysed (n= 39)
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Number of patients (N}
Al bascling intervention gronp N=31. control group N= 36, at 3 months intervention group N=31, coniral group N=36, al &
months intervention group N=31, control group N=34.

Recorded Impact of the Intervention on Self-reported Adherence

o
! i -7 —y 7.5
| -% 6.1
5i |
| |
0! |

Baseline 3 months 6 months
| =g==Control == Intervention

Note: a statistically significant difference at 6 months between the intervention group (M=7.5 (93.75%), SD=1.47) and
control group (M= 6,1(76,23%), SD=2.09), (P=0.004).

Systolic and Diastolic Blood Pressure Trends (mmHg)

76
s Crarytraal il fritervention l
74
2 m |2 ! '
W = 0 1
‘-\Iﬂ\/ 68 I
121 66
= [ —
: Basaling Imonths  Bmonths | i Baseline 3months & months
Systolic blood pressure ' Diastolic blood pressure

Mote: Al baseline there was no statistically significant difference in systolic blood pressure between the intervention
(M=132, SD= 27) and control (M=124, SD= 26) P=0.4,

LDL-C in mmol/

| 3

|25 4 Ty— .59
| Fesper==sm=—= .
1.5 S =

! — ==l ntervention

05 -
I ey
| Baseline 3 months 6 months -

Notge: At 3 months there was no statistically significant difference berween the intervention group (M= 2.65, SD= 1.17) and

the control group (M= 2,67, SD= 1.21), #=0.9. At 6 months the equivalent figures were (M=1,8, SD=0.4) and (M= 2.59,
SD= 1.8), P=0.4.
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Supplementary Box 1. Consullation content

In ling with motivational interview theory, each commumity pharmacist consuhtation sought to ‘express empathy,
develop discrepancy (cnahics paticnt to identify differences between goals and valucs and current behaviour), role
with resistance and support sell efficacy’. They anned 1o develop a parmership between the pharmacist and the
patient and exchange information to facilitate an informed decision and clicit commitment to taking potentially
lifesaving medication,

Key motivationadl imferviewing methods include:

& Agking open questions like “Afller your heart attack ean vou tell me how you are managing with your
medication™™

+  Using affirmations such as “Thanks for coming in today.”

+  Listening reflectively in ways that, through using divected attention to signal important fields, peromi ihe
intervicwer to influcnce the direction of the dialogue without being overtly directive

+  Emploving summary statements to tie inlerviewsss” statements together and collect and link ideas.

The aims of these consuliations wers in pan 1o identify the key issues that pharmacists might be able (o assist
service users with and allow patienis o express their concems and belicfs regarding their medication. Al the end of
the: consuliation the pharmacist sapported the paticnt by, in a collaborative manner. summarising the areas that had
been discussed. Tlds opened the way to forming an ‘adherence plan’ and scheduling a follow np-mecting,

The tatter usnally took place three momihs afler the initial interview. The second consultation was based on (he
same principles and had a strocture similar to that of the first session, However, patients were encouraged to
contacl their pharmacises before 3 months bad clapsed if any further support was needsd.

| The fdelity of the intervention”s delivery was asscssed at the end of the study by asking participant phamiacisis
| questions like "Ona scale of |-5 with | being the lowest and 5 the highest, how well did vou adhere to the pratocel
| and wse motivational inerviewing in your consullations?”

Supplementary Table 1 Eligibility Criteria

Inclosion criteria:

«  Agc > 18-yr-old.

+  Both Malefemale,

+  Acute coronary syidromes; anging, MESTEMIunstable angina, STEMIL

+  Patients included are from high risk group (hypertension, diabetes, hyperlipidemia) as well |
as patient from low risk groasp.

+  Pauents medically treated for sccondary prevention of coronary arlery diseases (aspirin;
clopidogrel; beta-blockers, caleium channel blockers, ACE-inhibitors andfor ARBs: and
stating).

+  Patients living in or around the East London arca and who refill their prescrptions in the
pharmacics involved in the study.

Exclusion crileria;

s Congenital hean disease.

s  Complications of myocardial infarction: Arrhythmias, Severe Congestive Heart Failure,
Tamponade / Thromboembolic disorder, Ruptore (Veniricle, septum, papillary muscle),
Ancurysm (Ventricle), Pericarditiz. Infection.

e Patients who do nod live in or around East London and do nol regularly refill prescriplions in
the pharmacies involved in the study.

+  Patients who do not live independently (living or nursmyp home residence).,

«  Patients unable (o undersiand oral and writlen English,
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Supplementary Table 2 -Comparison of Motivational Interviewing with traditional counselling:

Traditional counselling Motivational interviewing

Practitioner is an expert and assumes that | A partnership is developed between

the patient needs more knowledge, practitioner and patient, to reach an

provides advice and anticipates that patient | informed decision. Patient decides own

will lollow the instructions, care,

Information is given to patient by To develop discrepancy practitioner )

practitioner. provides patient with information.

Practitioner dictates healthcare behaviour. | Behaviour is negotiated between
practilioner and patient to reach an

The aim is to motivate the patient. The aim is to elicit commitment to change

| behaviour. e
Practitioner convinces patient to change Practitioner understands, in addition
behaviour. | accepts patient’s behaviour, ]
Practilioner expects respect. Practitioner must earn respect. s 4
Practitioner saves patient, Patient saves self.

Figure adapted by author: Originally published in Possidente C.J. Bucei K. K and Meelain W.J
(2005) Motivational interviewing: A tool to improve medication adherence? Am J Health-Sysi
Pharm. 2005, 62:1311-4 © [2005], American Society of Health-System Pharmacists, Tnc. All
rights reserved. Reprinted with permission. (R1513).

[ Supplementary Table 3. Characteristics of study population |

| Age S0yrs 2 (2%)

| 80 yr=s 10 {10.1%)

i 70 yrs 20 (20.2%)

5 BOyrs 20 (20.2%)

! 50 yrs 12 (121%)

! 40yrs 4 (4.6%)

= 30 yrs 2 (2.3%)

| 20 yrs 1 (1.1%)

| Mean age Mean 61.18

i (SD) and Median 61.00

| range Std. Deviation 13,106
Sex | Male; 54(76%,)

Female: 17 (24%)

Diagnosis STEMI 50 (51.7%)

NSTEMI 20 (20.2%}
Systolic Blood | Mean 127
pressure at Median 123

baseling Std. Deviation 26.4
Diastolic Mean 73.5
Blood Median 71.0
pressure at Std. Deviation 10.3
baseline
LOL-C at Mean 2.77
baseline Median 2.8
Std. Deviation 1.25 o
Types of Patients discharged on 4 classes of medicines

! drugs patients | and af least 5 medicines, in accordance with

| discharged on | inclusion criteria and recommended therapy post
[ myocardial infarction:

ACE inhibitors or ARBs, Beta-blockers

i Antiplatelets: Aspirin, Clopidogrel, Ticagrelor

| Statins : Atorvastatin, Simvastatin




