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Applying COM-B to medication adherence
A suggested framework for research and interventions
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applying COM-B to medication adherence

On average only fifty percent of people with

long term conditions are adherent to their

treatment across diverse disease and patient

groups (Holloway & van Dijk, 2011; Sabaté,

2003). Medication non-adherence leads to

reduced clinical benefit, avoidable morbidity and

mortality and medication wastage (DiMatteo,

Giordane, Lepper, & Croghan, 2002). With

increases in life expectancies as well as the

number of patients managing chronic illnesses,

this problem may well become worse in the next

few years. Consequently, policy makers have

called for successful interventions to address the

causes of non-adherence and improve the

population’s use of medicines (Holloway & van

Dijk, 2011; Horne, Weinman, Barber, Elliott, &

Morgan, 2006; Nunes et al. , 2009; Sabaté, 2003).

Indeed, it has been estimated that $269 billion

worldwide could be saved by improving patient

medication adherence (IMS Institute for

Healthcare Informatics, 2012).

Unfortunately, many adherence interventions

to date have not been effective (Haynes, Ackloo,

Sahota, McDonald, & Yao, 2008). Medical

Research Council guidelines recommend that

appropriate theory and evidence should be

identified to inform the development of an

intervention (Craig et al. , 2008). However, most

adherence interventions are developed without a

sound theoretical base, which may be one of the

reasons they have not been effective (Horne et

al. , 2006). Successful interventions have often

involved a level of complexity that would be too

difficult and expensive to implement in practice

(Haynes et al. , 2008).

Explanations and models of medication

adherence/non-adherence have

changed over the years. Early

work tended to focus on the role

of doctor-patient communication

and its effects on patient

satisfaction, understanding and

forgetting as key determinants

of subsequent treatment

adherence (Ley, 1988). However,

health behaviour research has consistently

demonstrated that the provision of information

alone is not an effective way to change

behaviour, and so research has now moved onto

approaches and models which focus on patients’

beliefs, motivation and planning abilities as the

core explanatory variables. Many of these are

social cognition or self-regulatory models which

emphasize the importance of the beliefs which

individuals have about their illness and

treatment as well as their own ability to follow

the treatment and advice which they are given

(see Conner & Norman, 2005). Existing models

and frameworks are not comprehensive since

they neglect automatic processes such as habit

(for example, Ajzen, 1985; Bandura, 1977, 1986;

Horne, 1997, 2003; Leventhal, Nerenz, & Steele,

1984; Pound et al. , 2005; Rosenstock, 1974), do

not describe dynamic behaviours whereby the

experience of adherence/non-adherence can

alter predisposing factors such as beliefs about

medication (for example, Ajzen, 1985; Bandura,

1977, 1986; Horne, 2003; Pound et al. , 2005;

Rosenstock, 1974) and neglect factors at a

systems level (for example, Horne, 2000, 2003;

Leventhal et al. , 1984; Pound et al. , 2005;

Rosenstock, 1974). In addition, the often used
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categories of ‘intentional’ and ’unintentional’

non-adherence have limited use in implementing

adherence interventions because there is much

overlap between categories. For example,

forgetting can be unintentional but might be

influenced by intentional or motivational

factors, such as lack of perceived need for

treatment (McHorney & Spain, 2011).

Finally, while these models and frameworks

have identified a wide range of explanatory

factors (see Kardas, Lewek, & Matyjaszczyk,

2013), they do not specify how to bring about

change. Understanding what underpins non-

adherence is a necessary first step, but

consideration also needs to be given to how to

change it.

Developments in the behaviour-
change field

In recent years, increased attention has been

paid to the delineation and classification of

behaviour change techniques in order to develop

and refine interventions within the field of

health psychology. The many methods that have

been used to attempt to change different

health-related behaviours have been brought

together and integrated as part of an over-

arching taxonomy of behaviour change

techniques (Michie et al. , 2013; Michie, Hyder,

Walia, & West, 2011). The latest version of the

taxonomy describes 93 distinct techniques that

can be used to change behaviour (Michie et al. ,

2013). The taxonomy has been applied to

identifying and understanding effective methods

of changing a range of health-related

behaviours, including physical activity (Michie,

Abraham, Whittington, McAteer, & Gupta, 2009),

healthy eating (Michie et al. , 2009) and tobacco

use (Lorencatto, West, & Michie, 2012). For

example, interventions which incorporated the

technique of “self-monitoring” (where the

participant monitors and records their behaviour

(Michie et al. , 2013)) were significantly more

successful at promoting physical activity and

healthy eating than interventions which did not

include this technique (Michie et al. , 2009).

Successful smoking cessation interventions

targeted at pregnant women used techniques

such as ‘facilitating goal setting ‘and ‘action

planning’ (Lorencatto et al. , 2012).

The Capability, Opportunity and
Motivation (COM-B) model of
behaviour

The development of a taxonomy of behaviour

change techniques has resulted in new ways of

conceptualising the factors which explain or

determine individual health-related behaviours.

At the core of this new approach is a

psychological model for explaining human

behaviour intended to capture the range of

mechanisms that may be involved in change

(Michie, van Stralen, & West, 2011). COM-B is

intended to be comprehensive, parsimonious and

applicable to all behaviours, and was developed

with reference to existing theories of behaviour

and a US consensus meeting of behavioural

theorists, which considered the prerequisites for

the performance of a specified volitional

behaviour (Michie et al. , 2011). COM-B is

intended as a starting point in order to choose

interventions that are most likely to be

effective, and specific interventions to address

each component have been suggested (Michie et

al. , 2011). The model hypothesises that

interaction between three components,

Capability, Opportunity and Motivation (COM)

causes the performance of Behaviour (B) and

hence can provide explanations for why a

recommended behaviour is not engaged in.

These components are described in more detail

below. Each component can influence behaviour
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directly and, in addition, Opportunity and

Capability might influence Motivation and so

affect behaviour. In addition, it is a dynamic

model whereby performance of a behaviour can

in turn influence Capability, Opportunity and

Motivation. Our depiction of the model as it

relates to adherence is shown in Figure 1.

In this paper, we examine how COM-B could

be applied to describe the wide range of factors

which have been identified to explain non-

adherence to medication. The purpose of this

exercise is not only to achieve a more coherent

framework for explaining all types of medication

non-adherence but also to make it easier to

identify appropriate behaviour change

techniques to improve adherence.

Capability, Motivation and Opportunity are

collectively described as “components”

influencing behaviour. Capability is defined as

the ‘individual’s psychological and physical

capacity to engage in the activity concerned’

(Michie et al. , 2011, p.4). Opportunity covers all

those ‘factors that lie outside the individual that

make the behaviour possible or prompt it’. Thus,

it includes aspects of the individual’s physical

and social environment, which can facilitate or

impede the behaviour and, as such, is an

explicit consideration of external resources,

which are not usually included in other health

behaviour models. Motivation comprises ‘all

those brain processes that energise and direct

behaviour, not just goals and conscious decision-

making’ but also ‘habitual processes, emotional

responding’ and ‘analytical decision-making’

(Michie et al. , 2011, p.4). Each component is

divided into sub-components to capture

important distinctions within the research

literature. Capability is subdivided into

Psychological Capability (capacity to engage in

necessary thought processes) and Physical

Capability (capacity to engage in necessary

physical processes) (Michie et al. , 2011).

Opportunity is subdivided into Physical

Opportunity (provided by the environment) and

Social Opportunity (cultural milieu that dictates

the way we think about things) (Michie et al. ,

2011). Motivation is subdivided into Reflective

Motivation (evaluations and plans) and

Automatic Motivation (emotions and impulses

arising from associative learning and/or innate

Figure 1. Application of COM-B to adherence

applying COM-B to medication adherence
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dispositions) (Michie et al. , 2011).

Applying COM-B to medication
adherence

When representing the COM-B framework for

adherence, we chose to depict adherence as a

continuum (Figure 1), which reflects the extent

any treatment recommendation is adopted. Thus

it can include adherence to recommended

lifestyle change or to psychological therapies

(e.g. Gearing et al, 2013). The global term

‘medication adherence’ incorporates initiating

the prescription, actual dosing in relation to the

prescription, and persisting with treatment

(Vrijens et al. , 2012). This definition captures

categorisations such as primary and secondary

non-adherence (not redeeming a prescription,

and not using a redeemed treatment as

prescribed respectively) and non-persistence.

However, the definition does not include

treatment acceptance (accepting the offer of

treatment within a consultation).

Three comprehensive reviews synthesising

qualitative and quantitative studies of

medication adherence were used to identify and

map the different factors associated with

adherence. Since adherence has been

investigated in both quantitative and qualitative

studies, we selected these three sources to

identify factors commonly associated with

medication adherence (Kardas, Lewek, &

Matyjaszczyk, 2013; Nunes et al. , 2009; Pound

et al. , 2005). Kardas et al. (2013) undertook a

systematic review of 51 systematic reviews of

factors associated with non-adherence. Pound

et al. (2005) used a systematic search and

analysis procedure to synthesise qualitative

papers exploring patients’ views of medication.

They included 38 papers from 1992 – 2001.

Nunes et al. (2009) replicated this process for

papers from 2002 and included 45 qualitative

papers. Between them these papers provide a

comprehensive overview of what is currently

known regarding factors associated with non-

adherence.

In order to identify all the factors associated

with non-adherence, we first extracted those

found by Pound et al. (2005) and Nunes et al.

(2009) and then examined the 461 factors listed

by Kardas et al. (2013). The evidence was

examined by 2 independent raters, who then

agreed on a final list of common factors from all

three reviews and also on how each of these

mapped (or did not map) onto the COM-B model,

using the definitions listed above regarding

components and sub-components. This

secondary analysis indicated that the COM-B

proved a workable way to group most of the

known determinants of adherence. Table 1 shows

how factors extracted from the literature

mapped onto COM-B.

While most of the factors could be readily

classified within the COM-B framework, four

factors associated with non-adherence did not

map directly onto a single sub-component of

COM-B. These were depression, substance abuse,

marital status and forgetting. Their effects on

adherence can be explained by a number of

different factors. For example, depression and

substance abuse might have an effect on

adherence by impacting mood

(Motivation/Automatic), perceptions of illness

and treatment or self-efficacy

(Motivation/Reflective), availability of social

support (Opportunity/Social) , or impairing

cognitive function (Capability/Psychological) .

Marital Status might have an effect on

adherence by impacting the availability of social

support (Opportunity/Social) , cost

(Opportunity/Physical) or access (for example

ability to travel to hospital for appointments)

(Opportunity/Physical) . Forgetting might be the

outcome of impaired cognitive or executive

function (Capability/Psychological) , regimen
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complexity or requirement to change daily

lifestyle (Capability/Physical) , beliefs about

illness and treatment (for example if treatment

is not perceived as necessary)

(Motivation/Reflective), or absence of cues or

stimuli for action (Motivation/Automatic) .

The hypothesised interaction whereby

Capability and Opportunity can influence

Motivation enables description of the complex

ways in which a known determinant of non-

adherence, such as treatment complexity might

have its effect. A complex regimen (e.g. multiple

varying medication schedules throughout the

day) might be beyond the planning capabilities

of some (Capability/Psychological) , whereas for

others, although it is within their ability to

follow, it may be a factor that negatively

influences motivation to take treatment

(Motivation/Reflective). For example, Nunes et

al. (2009) reported that individuals with

*statements in italics represent definitions given by Michie et al. (2011)

applying COM-B to medication adherence
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complex regimens chose to take those

medications offering symptom relief or for the

most feared condition, suggesting that complex

regimens might be a challenge to both capability

but also motivation to take treatment. The

feedback loop between adherence and

Motivation fitted well with the findings of the

reviews. Pound et al. (2005) reported that

individuals might stop or alter medication and

watch the effects thereby influencing

perceptions of the need for medication and

efficacy of medication. Kardas et al. (2013)

listed disappearance of symptoms/feeling better

or cured as factors associated with non-

adherence. We posit that feedback loops

between adherence and Capability and

Opportunity are also possible. For example,

experience of using medical equipment (such as

inhalers or injections) will improve Physical

Capability to use the medication (that is, the

capacity to perform the behaviour improves with

practice). An example of adherence improving

Opportunity would be an improved relationship

with a HCP following adherence: playing the role

of the ‘good’ patient may encourage the HCP to

view the patient in a more positive light and

then provide more encouragement or support,

which, in turn, could result in better treatment

persistence over time.

From our work on this, we feel that COM-B

provides a more comprehensive explanation of

adherence than existing models. Firstly, it

includes automatic processes such as habit

(unlike social cognition models which have been

applied to adherence). Secondly, it explicitly

includes factors at a systems level (unlike many

social cognition models and the Perceptions and

Practicalities Approach (Horne, 2000)) . Thirdly,

the specificity of components within the COM-B

model, and hypothesised relationships between

them, allows a precise description of the

relationship between individual determinants

and adherence, making it easier to identify

appropriate interventions. Since this framework

allows a more comprehensive and fine grained

analysis of the causes of non-adherence, this

should mean that an intervention can be

selected more precisely to target a particular

cause. Consequently it helps us move beyond

simply dichotomising adherence into

‘intentional’ and ‘unintentional’ categories. In

COM-B the determinants of non-adherence are

Capability, Opportunity and Motivation, some of

which may be conscious (‘Intentional’) and some

unconscious or outside the individual’s control

(‘Unintentional’) . Adherence relates simply to

the behaviour itself - using treatment at the

right time, for the right period, in the right

quantity, and in the right manner.

Not all factors identified from the literature

review fitted into exactly one sub-component

but might have their effects via a number of

components (depression, substance abuse,

marital status, forgetting). We do not feel that

this is a limitation of the model since the effects

of the factors are explained by components

within the model. It highlights that in order to

improve adherence research should be

undertaken to investigate how a particular

factor has its effect in order to generate clear

hypotheses about processes. For example,

marital status is sometimes cited as a factor

associated with non-adherence, but the

appropriate intervention would not be to set up

matchmaking services, rather to understand

what benefits are conveyed by marital status

and find a way of extending these to unmarried

people.

Implications and applications in
practice.

In order to have the greatest chance of

success, relevant theory and evidence should be

identified before an intervention is designed

Jackson, Eliasson, Barber & Weinman



ehp 13

ehps.net/ehp

february | 201 4

(Craig et al. , 2008). As a first stage, an

adherence intervention designer should identify

factors associated with non-adherence within

their target population through reference to

existing literature or primary research. These

factors could be assigned to Capability,

Opportunity, and Motivation (recognising that

some factors may have specific effects on

different components). Mapping the evidence to

the COM-B model is helpful for making sure that

the intervention designer does not get drawn in

to thinking of adherence only on one level (for

example on an individual or systems level) .

In a second stage, the designer could identify

intervention types and behaviour change

techniques that are appropriate for the sub-

components identified in the first stage. Here

the designer could use intervention types and

techniques that have already been described and

could readily be applied to adherence (Michie et

al. , 2013; Michie et al. , 2011). With reference to

both Michie et al. (2011) and the taxonomy of

behaviour-change techniques (Michie et al. ,

2013) we would suggest that improved Physical

Capability can be achieved through

interventions such as feedback and monitoring,

demonstration of the behaviour, repetition, or

through enabling interventions such as

provision of aids (e.g. monitored-dosing box)

(Michie et al. , 2013; Michie et al. , 2011).

Psychological Capability can be achieved

through techniques such as shaping knowledge,

feedback and monitoring, and through enabling

interventions (Michie et al. , 2013; Michie et al. ,

2011). Reflective Motivation can be improved

through techniques such as shaping knowledge,

giving information about consequences,

comparison of outcomes, comparison of

behaviour, setting goals and improving self-

belief (Michie et al. , 2013; Michie et al. , 2011).

Automatic Motivation can be improved through

associations (e.g. presence of prompts or cues),

imitative learning (e.g. watching someone else

performing the behaviour), and repetition

(Michie et al. , 2013; Michie et al. , 2011).

Finally, Physical and Social opportunity can be

achieved through environmental change

(changing the physical or social context) (Michie

et al. , 2011). When determining appropriate

techniques, the designer would also take into

account available resources, and the target

population. For the interested reader, links are

also made between each intervention type and

policy categories which enable or support that

intervention type (Michie et al. , 2011).

Finally, as the evidence around effective

behaviour change techniques grows, it will be

possible to determine which techniques are most

effective at addressing each of the components.

Researchers across research groups and

disciplines will be able to move forward together

to develop a science of behaviour change. We are

not aware of any interventions using COM-B to

improve medication adherence, but a recent

systematic review of adherence to cardiovascular

medication did use it as a framework for

grouping existing interventions (Laba et al. ,

2013). Within other research areas, work is

underway to identify the types of behaviour

change techniques that are effective (e.g. Webb,

Joseph, Yardley, & Michie, 2010) and COM-B has

been used in the design of interventions in areas

as diverse as eating (Robinson et al. , 2013; Watt

et al. , 2013), risk of Alzheimer’s disease (Anstey,

Bahar-Fuchs, Herath, Rebok, & Cherbuin, 2013),

and condom use (Newby, French, Brown, &

Lecky, 2013).

In conclusion, we believe that COM-B has

advantages over existing theories of adherence.

It can account for a wide range of factors

affecting adherence (including cognitive and

emotional factors, individual factors such as

forgetting and dexterity and external influences

of the healthcare system, policy and media).

Additionally, this dynamic framework also

explains how the performance of a behaviour

applying COM-B to medication adherence
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can in turn influence capability, opportunity

and motivation. Lastly, the framework has been

explicitly developed to inform behaviour change

interventions and as such can be used to guide

both adherence researchers and health care

practitioners involved in the care of non-

adherent patients. The publication of

interventions applying COM-B in combination

with related intervention types and behaviour

change techniques will enable the growth of a

body of knowledge regarding effective elements

of adherence interventions.

Funding body

This research was funded by Atlantis

Healthcare.

Conflict of interests

Christina Jackson and Lina Eliasson are full-

time employees of Atlantis Healthcare. John

Weinman is a part-time employee of Atlantis

Healthcare. Nick Barber has no conflicts to

report.

References

Ajzen, I. (1985). From intentions to actions: a

theory of planned behavior. In J. Kuhl & J.

Beckmann (Eds.) , Action Control: From

Cognition to Behavior (pp. 11-39). New York:

Springer-Verlag.

Anstey, K. J. , Bahar-Fuchs, A., Herath, P.,

Rebok, G. W, & Cherbuin, N. (2013). A 12-

week multidomain intervention versus active

control to reduce risk of Alzheimer’s disease:

study protocol for a randomized controlled

trial. Trials, 14(1), 60. doi:10.1186/1745-

6215-14-60

Bandura, A. (1977). Self-efficacy: toward a

unifying theory of behavioral change.

Psychological Review, 84(2), 191-215.

Bandura, A. (1986). Social Foundations of

Thought and Action: A Social Cognitive Theory.

New York: Prentice-Hall.

Conner, C., & Norman, P. (2005). Predicting

Health Behaviour: A Social Cognition

Approach. In C. Conner & P. Norman (Eds.) ,

Predicting Health Behaviour (Second ed.) .

Berkshire: Open University Press.

Craig, P., Dieppe, P., Macintyre, S., Michie, S.,

Nazareth, I. , & Petticrew, M. (2008).

Developing and evaluating complex

interventions: the new Medical Research

Council guidance. BMJ: British Medical

Journal, 337, a1655. doi:10.1136/bmj.a1655

DiMatteo, M. R., Giordane, M. A., Lepper, H. S.,

& Croghan, T. W. (2002). Patient Adherence

and Medical Treatment Outcomes. Medical

Care, 40(9), 794-811.

Gearing, R. E., Townsend, L., Elkins, J. , El-

Bassel, N., & Osterberg, L. (2014) Strategies

to predict, measure and improve psychosocial

treatment adherence. Harvard Review of

Psychiatry, in press.

Haynes, R. B., Ackloo, E., Sahota, N., McDonald,

H. P., & Yao, X. (2008). Interventions for

enhancing medication adherence. Cochrane

Database of Systematic Reviews (2) ,

CD000011.

doi:10.1002/14651858.CD000011.pub3

Holloway, K., & van Dijk, L. (2011). The World

Medicines Situation 2011 : Rational Use of

Medicines. Retreived from:

http://apps.who.int/medicinedocs/document

s/s18064en/s18064en.pdf

Horne, R. (1997). Representations of medication

and treatment: Advances in theory and

measurement. In K. J. Petrie & J. A. Weinman

(Eds.) , Perceptions of Health and Illness :

Current Research and Applications (pp. 155-

188). London: Harwood Academic Press.

Horne, R. (2000). Nonadherence to medication:

Causes and implications for care. In P. Gard

(Ed.) , A behavioural approach to pharmacy

practice. Oxford: Blackwell Science.

Jackson, Eliasson, Barber & Weinman



ehp 15

ehps.net/ehp

february | 201 4

Horne, R. (2003). Treatment perceptions and self

regulation. In L. D. Cameron & H. Leventhal

(Eds.) , The self-regulation of health and

illness behaviour (pp. 138-153). London:

Routledge.

Horne, R. , Weinman, J. , Barber, N. , Elliott, R.

A. , & Morgan, M. . (2006). Concordance,

Adherence and Compliance in Medicine Taking:

A conceptual map and research priorities.

Retreived from:

http://www.sdo.lshtm.ac.uk/files/project/76

-final-report.pdf

IMS Institute for Healthcare Informatics. (2012).

Advancing the responsible use ofmedicines:

Applying levers for change. Retreived from:

http://www.responsibleuseofmedicines.org/w

p-content/uploads/2012/09/IIHI-Ministers-

Report-170912-Final.pdf

Kardas, P., Lewek, P., & Matyjaszczyk, M. (2013).

Determinants of patient adherence: a review

of systematic reviews. Frontiers in

pharmacology, 4(91).

doi:10.3389/fphar.2013.00091

Laba, T-L., Bleasel, J. , Brien, J-A., Cass, A.,

Howard, K., Peiris, D., Redfern, J. , Salam, A.,

Usherwood, T., & Jan, S. (2013). Strategies to

improve adherence to medications for

cardiovascular diseases in socioeconomically

disadvantaged populations: A systematic

review. International Journal of Cardiology,

167(6), 2430-2440.

doi:10.1016/j.ijcard.2013.01.049

Leventhal, H., Nerenz, D. R., & Steele, D. J.

(1984). Illness representations and coping

with health threats. In A. Baum, S. E. Taylor

& J. E. Singer (Eds.) , Handbook of Psychology

and Health (Vol. 4) . Hillsdale, NJ: Lawrence

Erlbaum Associates.

Ley, P. (1988). Communicating with patients:

Improving communication, satisfaction and

compliance. New York: Croom Helm.

Lorencatto, F., West, R., & Michie, S. (2012).

Specifying evidence-based behavior change

techniques to aid smoking cessation in

pregnancy. Nicotine & Tobacco Research,

14(9), 1019-1026. doi:10.1093/ntr/ntr324

McHorney, C.A., &Spain, C.V. (2011). Frequency

of and reasons for medication non-fulfillment

and non-persistence among American adults

with chronic disease in 2008. Health

Expectations, 14(3), 307-320.

doi:10.1111/j.1369-7625.2010.00619.x

Michie, S., Abraham, C., Whittington, C.,

McAteer, J. , & Gupta, S. (2009). Effective

techniques in healthy eating and physical

activity interventions: a meta-regression.

Health Psychology, 28(6), 690-701.

doi:10.1037/a0016136

Michie, S., Richardson, M., Johnston, M.,

Abraham, C., Francis, J. , Hardeman, W.,

Eccles, M.P., Cane, J. , & Wood, C.E. (2013).

The Behavior Change Technique Taxonomy

(v1) of 93 Hierarchically Clustered

Techniques: Building an International

Consensus for the Reporting of Behavior

Change Interventions. Annals of Behavioral

Medicine, 46(1), 81-95. doi:10.1007/s12160-

013-9486-6

Michie, S., van Stralen, M. M., & West, R. (2011).

The behaviour change wheel: A new method

for characterising and designing behaviour

change interventions. Implement Science, 6,

42. doi:10.1186/1748-5908-6-42

Michie, S., Hyder, N., Walia, A., & West, R.

(2011). Development of a taxonomy of

behaviour change techniques used in

individual behavioural support for smoking

cessation. Addictive Behaviors, 36(4), 315-

319. doi:10.1016/j.addbeh.2010.11.016

Newby, K. V., French, D. P., Brown, K. E., &

Lecky, D. M. (2013). Increasing young adults'

condom use intentions and behaviour

through changing chlamydia risk and coping

appraisals: study protocol for a cluster

randomised controlled trial of efficacy. BMC

Public Health, 13(1), 528.

Nunes, V., Neilson, J. , O’Flynn, N., Calvert, N.,

Kuntze, S., Smithson, H., Benson, J., Blair,

applying COM-B to medication adherence



16 ehp volume 1 6 issue 1

J., Bowser, A., Clyne, W., Crome, P., Haddad,

P., Hemingway, S., Horne, R.,Johnson S,

Kelly, S., Packham, B., Patel, M., & Steel, J.

(2009). Clinical Guidelines and Evidence

Review for Medicines Adherence: involving

patients in decisions about prescribed

medicines and supporting adherence. London:

National Collaborating Centre for Primary

Care and Royal College of General

Practitioners. Retrieved from:

http://www.nice.org.uk/nicemedia/pdf/CG76

NICEGuideline.pdf.

Pound, P., Britten, N., Morgan, M., Yardley, L.,

Pope, C., Daker-White, G., & Campbell, R.

(2005). Resisting medicines: a synthesis of

qualitative studies of medicine taking. Social

Science & Medicine, 61 (1), 133-155.

Robinson, E., Higgs, S., Daley, A.J. , Jolly, K.,

Lycett, D., Lewis, A., & Aveyard, P. (2013).

Development and feasibility testing of a

smart phone based attentive eating

intervention. BMC Public Health, 13(1), 639.

doi: 10.1186/1471-2458-13-639

Rosenstock, I. (1974). The health belief model

and preventative health behaviour. Health

Education Monographs, 2, 354-386.

Sabaté, E. (2003). Adherence to long-term

therapies: evidence for action: World Health

Organization. Retreived from:

http://whqlibdoc.who.int/publications/2003

/9241545992.pdf

Vrijens, B., De Geest, S., Hughes, D.A.,

Przemyslaw, K., Demonceau, J., Ruppar, T.,

Dobbels, F., Fargher, E., Morrison, V., Lewek,

P., Matyjaszczyk, M., Mshelia, C., Clyne, W.,

Aronson, J.K., Urquhart, J. & ABC Project

Team. (2012). A new taxonomy for describing

and defining adherence to medications.

British Journalof Clinical Pharmacology,

73(5), 691-705. doi:10.1111/j.1365-

2125.2012.04167.x

Watt, R.G., Draper, A.K., Ohly, H.R., Rees, G.,

Pikhart, H., Cooke, L., Moore, L., Crawley, H.,

Pettinger, C., McGlone, P., &Hayter, A.K.

(2013). Methodological development of an

exploratory randomised controlled trial of an

early years' nutrition intervention: the

CHERRY programme (Choosing Healthy Eating

when Really Young). Maternal & child

nutrition. doi:10.1111/mcn.12061

Webb, T. L., Joseph, J., Yardley, L., & Michie, S.

(2010). Using the internet to promote health

behavior change: a systematic review and

meta-analysis of the impact of theoretical

basis, use of behavior change techniques, and

mode of delivery on efficacy. Journal of

Medical Internet Research, 12(1), e4.

doi:10.2196/jmir.1376

Christina Jackson

Is a Senior Health Psychology

Specialist at Atlantis Healthcare,

and Visiting Lecturer at King’s

College, London, UK

Christina.jackson@atlantis
healthcare.com

Lina Eliasson

Is a Clinical Strategist at Atlantis

Healthcare, and Honorary Research

Associate at Imperial College,

London, UK

Lina.eliasson@atlantishealt
hcare.com

Jackson, Eliasson, Barber & Weinman



ehp 17

ehps.net/ehp

february | 201 4

Nick Barber

Is Director of Research at The

Health Foundation, London, UK

nick.barber@health.org.uk

John Weinman

Is Professor of Psychology as

Applied to Medicine at King’s

College London, and Head of Health

Psychology at Atlantis Healthcare, ,

UK

John.weinman@kcl.ac.uk

applying COM-B to medication adherence


