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Abstract  

This study identified the conditions increasing the feasibility, acceptability, and effectiveness potential of an 

intervention to promote the medication adherence. This was a qualitative, cross-sectional study design and a focus 

group technique with 15 patients and 14 nurses were used to identify the opinion about the intervention to adhere 

cardioprotective medications in primary healthcare service. The sessions were recorded in audio, transcribed in full, 

and discussed in detail to obtain agreement among the evaluators. EQUATOR checklist COREQ is used. The 

participants suggest that the intervention should be applied in a written and verbal way lasting approximately 30 

minutes and reinforcement with a thirty-day interval. The forgetting, complexity of the therapeutic regimen, lack of 

free access to medications, limited understanding of their disease, and the patient's personal choice of not adhering, 

have been mentioned as barriers to adherence. Participants adjusted the mode of application and dose of the 

intervention.  

Keywords: Nursing; Medication adherence; Health behavior; Intention. 

 

Resumo  

Este estudo identificou as condições que aumentam a viabilidade, aceitabilidade e potencial de eficácia de uma 

intervenção para promover a adesão medicamentosa. Trata-se de um estudo qualitativo, de delineamento transversal e 

a técnica de grupo focal foi utilizada com 15 pacientes e 14 enfermeiros para identificar a opinião sobre a intervenção 

para adesão aos medicamentos cardioprotetores na atenção primária à saúde. As sessões foram gravadas em áudio, 

transcritas na íntegra e discutidas detalhadamente para obter concordância entre os avaliadores. A lista de verificação 

COREQ do EQUATOR foi utilizada. Os participantes sugeriram que a intervenção fosse aplicada de forma escrita e 
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verbal com duração aproximada de 30 minutos e reforço com intervalo de trinta dias. O esquecimento, a 

complexidade do regime terapêutico, a falta de acesso gratuito aos medicamentos, a compreensão limitada de sua 

doença e a escolha pessoal do paciente de não aderir, foram mencionados como barreiras à adesão. Os participantes 

ajustaram o modo de aplicação e a dose da intervenção. 

Palavras-chave: Enfermagem; Adesão à Medicação; Comportamentos Relacionados com a Saúde; Intenção. 

 

Resumen  

Este estudio identificó las condiciones que aumentan la viabilidad, la aceptabilidad y el potencial de efectividad de 

una intervención para promover la adherencia a la medicación. Se trató de un estudio de diseño cualitativo, transversal 

y se utilizó una técnica de grupo focal con 15 pacientes y 14 enfermeras para identificar la opinión sobre la 

intervención para adherir medicamentos cardioprotectores en el servicio de atención primaria de salud. Las sesiones 

fueron grabadas en audio, transcritas en su totalidad y discutidas en detalle para obtener el acuerdo entre los 

evaluadores. Se utiliza la lista de verificación COREQ de EQUATOR. Los participantes sugieren que la intervención 

debe ser aplicada de forma escrita y verbal con una duración aproximada de 30 minutos y refuerzo con un intervalo de 

treinta días. El olvido, la complejidad del régimen terapéutico, la falta de libre acceso a los medicamentos, la limitada 

comprensión de su enfermedad y la elección personal del paciente de no adherirse, han sido mencionadas como 

barreras para la adherencia. Los participantes ajustaron el modo de aplicación y la dosis de la intervención. 

Palabras clave: Enfermería; Cumplimiento de la Medicación; Conductas Relacionadas con la Salud; Intención. 

 

1. Introduction  

Adherence to cardioprotective medications by patients with a history of Myocardial Infarction (MI) is associated with 

a reduction in the incidence of acute ischemic events, rate of rehospitalization (Knuuti et al., 2020; Collet et al., 2020) and 

increased survival (Du et al., 2017). However, non-adherence behavior and discontinuation of medication treatment after an 

ischemic event occurs early after hospital discharge (Castellano et al., 2017).  

Researchers show that interventions based in theory are more effective in achieving beneficial outcomes in health 

behaviors change, since they represent an in-depth understanding of mechanisms of change, and factors that may influence 

behavior (Davis et al., 2015). In the cardiac population, this impact of interventions to change non-adherence behavior is also 

present in rehabilitation programs (Zullig et al., 2017; van der Laan et al., 2017). 

Among the theoretical models, it highlights the motivational models such as those using the Theory of Planned 

Behavior. According to which motivation supports the decisions of the individuals to execute a health behavior. The intention 

in the motivational model is defined as the principal determinant of action (Sniehotta et al., 2005; Armitage et al., 2000; Ajzen 

et al., 1991).  However, this model mentions an important gap in the Intention-Behavior relationship, which is when an 

individual with positive intentions fails to perform the behavior (Wolf et al., 2005). One of the strategies used to fill this gap is 

the Implementation Intention.  

The Implementation Intention strategy proposed by Gollwitzer (1999) aims to make the individual aware of a suitable 

future situation to promote the adoption of behavior. Some authors operate this strategy by decomposing it into two steps: 

Action Planning and Coping Planning (Gollwitzer, 1999; Sniehotta et al., 2005; Sniehotta et al., 2006). The Action Planning 

determines the "when", "where" and "how" the person can implement the target behavior, while in the Coping Planning, there 

are proposed strategies to overcome identified barriers to facilitate the performance of the behavior (Sniehotta et al., 2006). 

A randomized clinical trial conducted in the Brazilian context with patients with a history of MI demonstrated 

efficacy in the implementation of intention to promote adherence to cardioprotective medications over two months follow-up 

(Lourenço et al., 2014). However, the experiential approach in the intervention proposition, that is, the patient's and the nurse's 

perceptions of what would be feasible and acceptable in the context of clinical practice, were not considered. The lack of these 

elements results in interventions that may be effective but difficult to adopt in the daily clinical practice (Lourenço et al., 

2014). 

The experiential approach is characterized by the active participation of the target population in the conception of the 
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intervention, through focal group discussion, and are therefore consistent with the beliefs, values, and preferences, besides 

being feasible in the patient's daily life. In addition, the inclusion of this approach enables a patient-centered approach widely 

accepted as a high-quality health care component (Sidani & Braden, 2011) 

The nurse is the professional of excellence for the development of patient-centered interventions, since it adds, within 

the scope of its functions, the prevention health (Mosleh & Almalik, 2016). In this perspective, Sidani and Braden (2011) 

propose that the interventions are elaborated considering the particularities of the patient, as well as the actual context of 

clinical practice. 

Therefore, the current study aimed to identify with MI patients and nurses from primary healthcare services, what 

would be the conditions that would increase the effectiveness, feasibility and acceptability of the activation of the intention 

strategy in the clinical context, in order to promote adherence behavior to cardioprotective medications, besides identifying the 

barriers and coping strategies that are usually adopted by these patients to take their medications. 

 

2. Methodology 

Design and Setting 

This is a cross-sectional study with a qualitative approach, and it was developed in primary healthcare service in the 

State of São Paulo, Brazil. The current study used the EQUATOR checklist Consolidated Criteria for Reporting Qualitative 

research (COREQ) (Tong et al., 2007). 

 

Participants and data collection 

The sample consisted of 1. Patients with previous MI between 1 and 3 years of evolution, followed up in primary 

healthcare service, using cardioprotective medications (i.e., angiotensin converting enzyme inhibitor, angiotensin receptor 

antagonists, beta-blockers, lipid-lowering and antiplatelet agents) and who presented a positive intention for adherence, 

evaluated by self-reported measure of intention. Patients who had a history of recent hospitalization (< 3 months) or with 

cognitive deficits recorded in the medical records were excluded; 2. Nurses should be registered by the Regional Nursing 

Council (COREN), who work in the primary healthcare service. 

Patients enrolled were invited to participate in the study by telephone contact from the principal researcher and the 

nurses were personally invited by the researcher to participate in the study, according to their availability.  

Patients and nurses from this research field were sequentially enrolled during the data collection period, from 2017 to 

2018. Fifteen patients (five patients in each focus group) and 14 nurses (two focus groups with five nurses and one focus group 

with four nurses) participated in the study. The sample size was established according to the saturation criterion (Sidani & 

Braden, 2011; Krueger & Ashwani, 2015). 

There was a total of six focus groups sessions and three of them were conducted with patients and three with nurses, 

in a private room, in the primary healthcare service to identify the perception of both on the proposal of intervention (Sidani & 

Braden, 2011; Krueger & Ashwani, 2015). 

The focus groups with patients and nurses were carried out by the principal researcher (moderator), assisted by a nurse 

previously trained and with knowledge of the methodology and objectives of the study (mediator). The common step for both 

groups was the reception of the participants who accepted to participate in the study by signing the consent form and filling in 

a sociodemographic form. The sessions were recorded in audio. 

Focus group with patients: Twenty patients who met the inclusion criteria were invited to participate in the study, and 

15 of them agreed. The patients focus groups were divided into two parts. The first one, which lasted approximately 30-60 

minutes, was intended to initiate discussion on the disease, treatment, need for medication, as well as difficulties to include 
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medication in daily life (Simpson et al., 2000). In the second part, also lasted approximately 30-60 minutes, it was presented to 

the participants the principles of the intention activation strategy. Participants were invited to reflect on four main points: (I) 

the mode of application, i.e. the means by which the strategy should be implemented (e.g. written or verbal, face-to-face or 

distance); (II) the best technique to be used (pamphlet, computer, telephone contact, text messages), (III) the dose of the 

intervention (quantity and duration of each intervention session) and (IV) frequency (number of sessions necessary to apply the 

intervention during a specific period of time). 

Focus group with nurses: Sixteen nurses who met the inclusion criteria were invited to participate in the study, and 14 

of them agreed. This focus groups were divided into two sessions, with an approximate duration of 30 minutes each. The 

sessions were composed of (1) a brief introduction of their role in the nursing assistance provided to MI patients; 2. The 

principles of implementation intention strategy were presented and then nurses were encouraged to discuss the feasibility of 

intervention in the clinical practice routine as well as suggestion of adaptations. 

 

Data analysis 

The six sessions for both groups, nurses and patients, were codes in their entirety and the principal researcher carried 

out the reading of all the transcripts of the groups and the meanings that responded to the questions proposed for analysis 

(related time, mode of application of the intervention and number of reinforcements) were spelled out in the text and written to 

its margin. In addition, the meanings that were common and frequent in each discourse were identified, and then, great themes 

were established for the two groups. All interviews were submitted to the analysis of another researcher with experience in 

qualitative analysis of the data, to determine the agreement between the themes and the meanings found. The theme has been 

maintained since there was an agreement and, in case of disagreement, new topic was suggested. 

 

Ethical considerations 

 The study was approved by the Research Ethics Committee of the university (Number 2,239,170) and all enrolled 

patients signed a consent form. 

 

3. Results  

Sociodemographic and clinical characterization 

 The patients (n=15) in the study were predominantly male (66.6%), mean age 65.6 (8.7) years, professionally inactive 

(86.6%), family monthly income of US$773. Most of the patients (80.0%) had a diagnosis of MI and 2.9 (1.2) clinical 

conditions and / or associated risk factors. All patients reported symptoms in the month prior to the interview, with a mean of 

1.7 (1.5) associated symptoms.  

The group of nurses (n=14) were predominantly female (71.4%), with an average age of 30.5 (7.1) years old, an 

average of 8.6 (7.1) years working in the even primary healthcare service for 4,8 (0,8) years, reporting some kind of 

specialization after their bachelor’s degree in nursing (50%). 

 

Focus group with patient 

Theme 1: adjusting the daily life activities after the cardiac event. The majority of patients reported the need to 

change habits in their daily life after cardiac events, adopting healthier behavior, and to understand the limitations caused by 

the presence of symptoms and the understanding of the need for medication in the context of the disease (condition to survive):  

 

P1: The doctor made it very clear: either beer, or your life, beer does not combine with medication ... and I appealed 
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for my life. 

P6: I cannot walk, work, I stopped doing many things I use to do. Burning inside. I lie with this pain burning and I get 

up with it. 

 

Theme 2: Recognizing barriers to take the medication and adopting coping strategies. Some patients mentioned 

forgetting and to overcome it, they cited as strategies of overcoming the act of asking the doctor to simplify the regimen, 

placing the medication in visible places, to support the family, to write a schedule specifying the time for each medication:  

 

P10: I used to forget to take the pill in the afternoon. So, my cardiologist increased the dosage and now I only take one 

in the morning and one at night and I have not forgotten anymore. 

P14: My daughter puts everything on a tray on the table, so I do not forget, because I go to the kitchen all the time. 

P9: I made a schedule with the medication’s name, number of pills and times, I put it in the refrigerator and today I 

have everything in my head. 

 

The complexity of the therapeutic regimen and the side effects associated with medications have also been mentioned 

as barriers to the use of medications. Again, they mentioned the strategies to ask the doctor to simplify the regimen and asked 

for explanations about the purpose of each medication for the doctor or nurse:  

 

P3: It's too many medications that gives two pages of prescriptions. Then I asked to my doctor: could you simplify it? 

how many should I take during the day? Thereafter, she changed and now it is better. 

P8: Sometimes the medication does not do well, right? But everything comes in the prescription. Then I ask the doctor 

or nurse to explain what is causing this. 

 

The lack of free access to medications in the public sector was also an important barrier reported by the research 

participants; the family was cited as a financial support for the purchase of medications and medication dose adequacy to be 

compatible with that provided by health centers as a strategy for overcoming:  

 

P12: I arrived at the pharmacy and they did not have two or more medications on my list. Apparently, they are cheap 

little things. But I am not prepared. I need my son's help to buy. 

P15: They do not have free enalapril 5mg in the public pharmacy, only 10mg. So, I need to ask my doctor to change 

and buy it every month, so I will not have to pay it anymore. 

 

Theme 3: mode of delivery of the intervention and application technique. There was unanimous opinion of the 

respondents that the written and spoken form should be used to develop action plans and barriers to take medication. They also 

suggest that the application technique is through an individual approach during a nursing appointment intended only for this 

purpose:  

 

P1: Both things would be ideal since it guides the day of the consultation and if It’s written, every day we will read it. 

It is easier to fix. 

P2: It must be an appointment just for this. Just to talk about the difficulties of taking the pills, because there is a lot of 

information at the same time. 
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Theme 4: dose of intervention. It was emphasized the importance of establishing a time limit for the application of 

the intervention, but the relevance of adjusting the duration according to the needs of each patient was emphasized:  

 

P6: I think it depends on each one. For me it would be better mostly for 30 minutes or more, attention begins to fail. 

But there are some people who need a little more or less time. 

 

Theme 5: relevance, periodicity, and mode of delivery of intervention reinforcement. All the patients emphasized 

the importance of face-to-face reinforcement with a 30-day interval between the meetings. They also pointed out the 

importance of establishing the date of the next meeting in person, in the first meeting: 

 

P13: If she gives us that attention, it would be more pleasurable to live. Because someone is looking at us. That is why 

it is so important to keep the appointments, so that we reassess together if I am doing it right. 

P11: 1 month is good. You are going to get out of here, you are going to have a month to take the right medication 

until the return.  

P6: The scheduled appointment is better because you know the right day that you come back. 

 

Focus group with nurses 

Theme 1: approach of the patient with coronary diseases in the neighborhood clinic. Nurses emphasized the 

complexity of care due to the patient's multiple comorbidities. It was also highlighted the difficulty in tracking these patients in 

the primary healthcare system because they remain in treatment at the secondary and tertiary sectors of the public health 

service. The overload of nurse’s work significantly limits the availability of schedules for the follow-up of these patients. The 

nurses also mentioned how difficult it is with patients not adhering to the treatment, even after several approaches:  

 

N14: It is usually a patient who has other comorbidities. In general, they have difficulties in adherence to treatment 

and changing behaviors. 

N10: Many of these patients are not in our daily routine. They are in the outpatient clinics. That is a problem because, 

sometimes, they do not come to the neighborhood clinic because they see the unit only as a place to treat diabetes and 

not heart disease.  

N1: We do not have time to attend anything. They miss appointments. At the next appointment, he did not even 

remember what you had said. And we get tired of repeating the same things all the time. 

 

Theme 2: barriers to medication adherence. Nurses mentioned as the main barriers to medication adherence the 

patients' limited understanding of their disease, the complexity of the treatment regimen, the presence of side effects associated 

with the use of medication, the lack of access to free medications, the lack of family support, cognitive deficit and the patient's 

personal choice of not adhering: 

 

N4: They have difficulty to understand the disease itself. They do not pay attention on the importance of taking the 

medication.  

N2: There are so many prescription medications and they do not even know what to take. 

N1: When they associate the side-effects with the medication, they stop taking it. 

N6: In the recent months, there was a lot of medication shortage in the pharmacy. Then many patients started taking it 
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irregularly. Or they stopped taking it because they could not get access elsewhere. 

N10: It is very difficult to make family members understand that they have responsibilities and should help in the 

taking of medications. 

N12: There are patients who decide not to treat. In these cases, we do not argue. 

 

Theme 3: strategies implemented by nurses to overcome non-adherence to medication treatment. There is no 

standardized protocol to address patient’s non-adherence. Each nurse has a different approach:  

 

N1: There are patients that I need to explain the function of each pill. However, there are others that I segregate the 

pills according to the time of the day. 

N3: When I realize that the patient needs support at home, I call the family members and invite them to the next 

appointment. 

 

Theme 4: mode of delivery of the intervention, application technique and dose. The nurses indicated the same 

mode of delivery, application technique and intervention dose. However, they emphasize the approaching the barriers in a 

gradual way so that the patient put it into practice, besides calling relatives when the patient is illiterate or has visual 

impairment:    

 

N11: Written and spoken, because there are patients who are listening to it and will understand reading better at 

home. It must be in an individualized moment with the patient. 

N7: 30 minutes. I think that more than this is a burden to the patient.  

N2: If the patient has five difficulties, I will work with it one at a time, otherwise the patient gives up, so he will not 

take the medication anymore. 

N8: There are patients that it takes you a longer time to overcome the barriers. Others contribute more, and you spend 

less time. For some patients who are illiterate or visually impaired, it will be necessary to call relatives. 

 

Theme 5: relevance, periodicity, and mode of delivery of intervention reinforcement. The continuous evaluation 

of the adherence behavior and the reassessment of the plans were indicated as justifications for the need of face-to-face 

reinforcement in the primary healthcare through a nursing appointment at the same time of the first meeting (30 minutes) and 

with a thirty-day follow-up:  

 

N10: If we do not re-evaluate something that we have previously decided to change in life, that is lost. I think that 

besides reinforcing and stimulating, it also serves to adjust the plans according to the new prescription or some 

change in the routine. 

N13: It is better if the patient leaves the first appointment with a return date. This generates an expectation of 

continued care. It should not exceed 30 minutes too. 

 

The participants suggested some changes in the format of the plans as shown in Figure 1. 

 

 

 

http://dx.doi.org/10.33448/rsd-v11i9.31511


Research, Society and Development, v. 11, n. 9, e3811931511, 2022 

(CC BY 4.0) | ISSN 2525-3409 | DOI: http://dx.doi.org/10.33448/rsd-v11i9.31511 
 

 

8 

Figure 1: Results of intervention adequacy. Campinas, SP, Brazil. 

CHARACTERISTICS OF 

HEALTH PROFESSIONALS 

WHO APPLY INTERVENTION

PACIENT 

CHARACTERISTICS 

WHO RECEIVE THE 

INTERVENTION

ENVIRONMENT

Patients with a history of 

MI, using cardioprotective 

medications

Nurses who care for patients 

with history of MI

Primary Healthcare 

Service

INTERVENTION: PLANNING ACTION AND COPING BARRIERS

Mode of delivery: written and verbal 
Dose: duration of thirty minutes, and personal reinforcement at 30-day intervals

Patient implements established strategies for overcoming barriers to 

medication adherence

Immediate Outcomes: Adherence to cardioprotective medications

Final Outcomes: Control of signs and symptoms of MI, blood 

pressure, peripheral pulse rate measurements and serum cholesterol 

levels
 

Source: Authors. 

 

4. Discussion  

This study aimed to identify what would be the conditions, for patients and nurses, that would increase the feasibility, 

acceptability and effectiveness potential of the implementation intention intervention in the clinical context, besides raising 

barriers and coping strategies which are usually taken by patients to take their medications. 

Bilondi et al. (2022) states that the patient's perception of his illness can influence his choices and coping strategies. 

Thus, adherence to health behaviors depends on the patient's understanding of his condition, his treatment, and the benefits of 

lifestyle modification (Nur, 2018). In fact, in the patients' speech, it was observed that the understanding of the disease, its risk 

and chronic character tends to positively influence medication adherence, which is seen as a necessary adjustment of the daily 

activities after the cardiac event and is accompanied by the change of other unhealthy habits. The perception of the limitations 

imposed by the disease as the experience of symptoms seems to reinforce the importance of the correct use of medications as a 

http://dx.doi.org/10.33448/rsd-v11i9.31511


Research, Society and Development, v. 11, n. 9, e3811931511, 2022 

(CC BY 4.0) | ISSN 2525-3409 | DOI: http://dx.doi.org/10.33448/rsd-v11i9.31511 
 

 

9 

condition to survive, as demonstrated in recent study (Thomson et al., 2020).  

In the present study, the nurses reported difficulties in approaching the patient with history of MI because they 

presented multiple associated comorbidities, besides the work overload and the difficulty of inserting this patient in the 

primary healthcare system since they are already being followed in secondary services. However, the implementation of 

patient-centered care (PCC) is growing around the world because it is characterized by providing care that responds to patient 

needs and preferences by involving these individuals in decisions related to their own care plan, which in turn may lead to 

increase their satisfaction with the treatment and may lead to achieve best health outcomes (Bokhour et al., 2018; Schmittdiel 

et al., 2015). 

Participants on this study mentioned as the main barrier to taking the medications the forgetfulness, unavailability of 

free access to their medications and the complexity of the therapeutic regimen. A systematic review investigated the main 

barriers and facilitators of adherence to secondary prevention medications in cardiovascular diseases and pointed out that 

quantity of different medication classes, complexity of the regime associated with high cost were pointed out as reasons for the 

misuse of medications (Banerjee et al., 2016). 

In the same way, the nurses pointed out as barriers to medication taking the lack of understanding of the disease, 

complexity of the therapeutic scheme, association of the beginning of a new symptom with the use of medications, lack of 

access to free medication, cognitive deficit, and the patient's personal choice not to adhere, which also corroborates the data in 

the literature (Khatib et al., 2019; Schmittdiel et al., 2015). Patients and nurses in this study had similar perspective regarding 

the main barriers to patients adhere to their medication treatment.  

Patient’s and nurse’s opinion regarding the design of the intervention was unanimous. Both suggested that the 

intervention should be applied in written and verbal form, lasting approximately 30 minutes considering the personal needs of 

each individual, making this time variable. It was also emphasized that the continuous evaluation of the adherence behavior 

and plans should be carried out in the face-to-face reinforcement, through a nursing appointment, with interval of 30-days. 

These data corroborate with the literature, making it possible to formulate individual plans, feasible for clinical practice and 

with greater chances of obtaining positive results (Hagger et al., 2016). 

It is also important to highlight the importance of offering a high-quality training to facilitators, since they are 

responsible to formulating the plans in partnership with participants. A highly trained facilitator will allow the creation of a 

specific and high-quality plans (Luszczynska et al., 2007; Armitage, 2009). 

 

Limitations 

A few study limitations should be noted. First, all patients reported symptoms in the month prior to the interview that 

may have motivated their participation in the study and a greater concern about the disease. Second, half of the nurses who 

participated in the study had a specialization or master’s degree, which may have motivated their participation in the study. 

 

Practice Implications  

This study makes available to the scientific community an intervention was adjusted to promote a change in health-

related behaviors. The nurses reported that the implementation strategy of intention is feasible in clinical practice, since it is an 

intervention that does not require important changes in their work routine, besides improving the quality of care provided 

through the nursing appointment and stimulates the reflection about overcoming barriers to medication adherence. 

 

5. Conclusion  

The results of this study provide information on the ideal conditions pointed out by nurses and patients for the 
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implementation intervention. The participants pointed out the main barriers and coping strategies that are usually used to take 

their medications. They believe that the implementation intervention can be useful in their daily life and clinical practice, 

however, it will be necessary to evaluate the intervention in the ideal practice with greater precision. 
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