
W H Y  T H I S  R E P O R T

Nurses see the patient after the
instruction becomes a lived task.
Patient adherence is often discussed as an individual behaviour. At the bedside and

during follow-up, nurses see something more complex: the interaction between

understanding, emotional readiness, routine, access, family support, and the capacity of

the health system to reinforce the plan.

This report follows the pathway from early cues to documented understanding, real-

world adaptation, intervention, and the operational limits on nursing support.

Survey lens: The report includes 344 survey records, including 262 complete responses, from practising nurses in the USA, UK, Canada,

France, Italy, and Germany. Core question bases range from 265 to 276.

E X E C U T I V E  S U M M A R Y

The pattern in six findings

◉
S E C T I O N  0 1  ·  E A R LY  S I G N A L

The patient often shows the
gap before the record does

CONTEXT

Adherence risk can appear as hesitation, passive agreement,

confusion, or weak support around the patient.

WHAT THE DATA SHOWS

Visible hesitation or emotional discomfort leads at 39.9%,

followed by verbal agreement without active engagement at

29.0%.

THE INSIGHT

Nurses are reading the interaction, not only the answer.

Emotional and behavioural cues may reveal low readiness even

when the patient verbally accepts the plan.

WHY IT  MATTERS

Early detection should trigger exploration and support, not a label

of non-compliance.

Earliest indicators of adherence risk

What nurses notice before the care plan begins to fail.

Verbal agreement without
active engagement

29.0%

Repeated clarification
requests or overload

13.8%

Visible hesitation, anxiety, or
emotional discomfort

39.9%

Limited family or caregiver
alignment

14.1%

Risk not identifiable early 3.3%

≠
S E C T I O N  0 2  ·  D O C U M E N TAT I O N  G A P

Understanding on paper can
overstate readiness in practice

CONTEXT

Documentation usually records that information was provided

and that the patient appeared to understand. It rarely captures

what happens when the plan meets daily life.

WHAT THE DATA SHOWS

65.0% report an almost-always or frequent gap between

documented understanding and actual adherence.

THE INSIGHT

The record can confirm comprehension without confirming

execution. The difference is especially important during

transitions and long-term self-management.

WHY IT  MATTERS

Quality measures should not treat documented understanding as

a complete proxy for adherence readiness.

Documented understanding versus observed behaviour

How often the two differ in nursing practice.

18.5% 46.5% 31.6%

Almost always 18.5% Frequently 46.5%

Sometimes 31.6% Rarely 3.3%

◇
S E C T I O N  0 3  ·  D R I V E R S

Non-adherence is rarely a
single knowledge failure

CONTEXT

WHO frames adherence as a multidimensional behaviour

shaped by therapy, patient, condition, system, and

socioeconomic factors. NICE guidance similarly recommends

exploring beliefs, concerns, and non-verbal cues.

WHAT THE DATA SHOWS

Beliefs or misinformation lead at 28.5%, followed by incomplete

understanding at 23.0% and financial or access barriers at

19.7%.

THE INSIGHT

The leading drivers sit across meaning, knowledge, and

feasibility. More information alone will not solve all three.

WHY IT  MATTERS

Assessment should identify whether the barrier is motivational,

cognitive, practical, financial, social, or treatment-related before

selecting an intervention.

What most often drives non-adherence

The distribution shows a multi-factor problem rather than a single

dominant cause.

Care plan is too

complex

12.0%

Patients do not fully

understand

expectations

23.0%

Financial or access

barriers

19.7%

Low perceived

urgency

16.8%

Beliefs,

misinformation, or

competing

perceptions

28.5%

♡
S E C T I O N  0 4  ·  U N D E R E S T I M AT E D  B A R R I E R

Emotional readiness is a
clinical variable

CONTEXT

Fear, denial, overwhelm, and competing beliefs can shape

whether a patient is ready to engage with a plan.

WHAT THE DATA SHOWS

Emotional readiness is the most underestimated barrier at

29.7%, followed by disrupted routines at 24.5% and family or

social influence at 22.0%.

THE INSIGHT

Adherence can fail before practical execution begins because

the patient has not emotionally accepted the diagnosis, risk, or

treatment burden.

WHY IT  MATTERS

Nurses need permission, time, and referral pathways to address

emotional and social barriers as part of care planning.

Barriers clinicians may underestimate

Nursing perspectives on what receives too little attention.

Emotional readiness, denial,
fear, or overwhelm

29.7%

Disruption to daily routines 24.5%

Family or social environment 22.0%

Underlying mental health
factors

11.7%

Trust in healthcare system or
provider

12.1%

✓
S E C T I O N  0 5  ·  S U C C E S S

Clear instructions work best
when support surrounds them

CONTEXT

AHRQ describes teach-back as a way to confirm that information

has been explained clearly by asking patients or caregivers to

explain the plan in their own words.

WHAT THE DATA SHOWS

Clear, simplified instructions lead at 31.5%, with family or

caregiver support close behind at 27.4%.

THE INSIGHT

Success is strongest when the plan is understandable and

socially supported. Clarity reduces cognitive burden; support

helps sustain execution.

WHY IT  MATTERS

A simplified plan should identify priority actions, contingencies,

and who can help when barriers appear.

What drives successful adherence
The strongest enabling factors observed by nurses.

Clear, simplified instructions 31.5%

Repeated reinforcement by
nursing staff

11.9%

Active family or caregiver
support

27.4%

Early visible improvement 11.1%

Strong trust-based
relationship

18.1%

⏱
S E C T I O N  0 6  ·  T I M I N G

The adherence drop often
comes after the clinical
interaction

CONTEXT

Discharge and consultation occur in structured environments.

Adherence is tested later, when the patient manages the plan

independently.

WHAT THE DATA SHOWS

37.8% identify the first few days as the main drop-off, and 30.7%
point to the period after early improvement.

THE INSIGHT

There are two distinct risks: early friction when the plan meets

real life, and later de-escalation when symptoms improve or

urgency fades.

WHY IT  MATTERS

Follow-up should be timed to these predictable moments rather

than reserved only for long-term review.

When adherence begins to break down

Stage at which nurses most often see the plan lose traction.

10.0% 37.8% 30.7% 13.7%

Immediately after

discharge or consultation

10.0% Within the first few days 37.8%

After early improvement 30.7% During long-term

maintenance

13.7%

No consistent stage 7.8%

≈
S E C T I O N  0 7  ·  A D A P TAT I O N

Patients often negotiate the
plan privately

CONTEXT

Patients may alter timing, frequency, diet, monitoring, or follow-

up to fit their circumstances.

WHAT THE DATA SHOWS

78.6% say patients very frequently or frequently modify or

partially follow care plans.

THE INSIGHT

Partial adherence is the dominant observed behaviour. It may

represent practical adaptation, unresolved concern, or a trade-off

the patient has not disclosed.

WHY IT  MATTERS

Non-judgemental review of what changed can convert hidden

adaptation into shared decision-making.

How often patients adapt care plans

Frequency of partial following, modification, or reinterpretation.

Very frequently 24.7%

Frequently 53.9%

Occasionally 20.6%

Rarely 0.7%

↗
S E C T I O N  0 8  ·  I N T E R V E N T I O N

The most effective response
reduces the burden of the plan

CONTEXT

Interventions can target complexity, knowledge, continuity, family

support, or emotional barriers.

WHAT THE DATA SHOWS

Simplifying the plan leads at 33.0%, followed by proactive follow-

up at 22.1% and family involvement at 19.9%.

THE INSIGHT

The strongest interventions make the plan easier to execute and

support the patient after the initial conversation.

WHY IT  MATTERS

Education should be paired with simplification and a follow-up

mechanism; otherwise the same barrier may reappear

unchanged.

Interventions that improve adherence

Which action most often produces meaningful improvement.

Simplify the care plan 33.0%

Structured patient education 13.1%

Proactive follow-up 22.1%

Involve family or caregivers 19.9%

Address emotional barriers
early

12.0%

⌛
S E C T I O N  0 9  ·  C A PA C I T Y

Nurses see the risk, but
continuity is constrained

CONTEXT

Adherence support requires time to assess barriers, clarify the

plan, involve caregivers, and follow up.

WHAT THE DATA SHOWS

Limited time, workload or staffing, and lack of follow-up systems

account for 79.2% of the leading constraints.

THE INSIGHT

The main limitation is not a lack of nursing insight. It is insufficient

capacity to act on that insight consistently.

WHY IT  MATTERS

Organizations should treat adherence support as a workflow and

continuity function, not an optional conversation added to an

already full interaction.

What limits nursing support

Operational barriers to effective adherence support.

Limited time for detailed
counselling

28.7%

Workload or staffing
constraints

27.9%

Lack of structured follow-up
systems

22.6%

Limited interdisciplinary
coordination

8.3%

Patient resistance or low
engagement

12.5%

?
F R E Q U E N T LY  A S K E D  Q U E S T I O N S

Questions professionals ask
about patient adherence in
nursing

What is the difference between patient understanding and patient adherence?

Understanding means a patient can explain the care plan. Adherence means the patient can carry it out consistently in real life. A person may

understand instructions but still face emotional, financial, social, or routine barriers.

What early signs suggest a patient may not follow a care plan?

Visible hesitation, anxiety, passive agreement, limited questions, repeated confusion, and weak family alignment can signal risk. These cues

should prompt exploration rather than assumptions about motivation.

How can nurses use teach-back to improve adherence?

Teach-back asks patients or caregivers to explain the plan in their own words or demonstrate the next step. It checks whether the explanation is

clear and reveals gaps before the patient leaves care.

Why do patients modify care plans after discharge?

Care plans meet work, cost, transport, family responsibilities, symptoms, beliefs, side effects, and daily routines after discharge. Patients often

adapt the plan to make it workable, even when they understand the original instructions.

How can nurses support adherence when time is limited?

Prioritize the most important actions, use plain language, confirm understanding, identify one likely barrier, document the agreed plan, and arrange

targeted follow-up for patients at higher risk.

When should family or caregivers be involved in adherence support?

Family or caregivers should be involved with the patient’s consent when they help with medicines, appointments, transport, monitoring, decision-

making, or daily routines. Their role should support the patient rather than replace the patient’s voice.

P R O F E S S I O N A L  L E N S

A nursing framework for turning understanding into sustainable action
The nurse’s role is not to police behaviour. It is to identify the barrier, reduce

preventable complexity, and connect the patient with realistic support.

Readiness
Can the patient accept and engage?

Explore fear, denial, overwhelm, beliefs, and whether the patient

sees the need for the plan.

Capability
Can the patient understand and perform?

Use plain language, teach-back, demonstration, and prioritization

of the most important actions.

Opportunity
Can the plan fit real life?

Assess cost, transport, work, family support, access, side effects,

and the practicality of the schedule.

Continuity
Who checks what happens next?

Create clear follow-up ownership, escalation routes, and a way

to revisit adaptations without judgement.

F R O M  I N S I G H T  T O  I M PA C T

The gap is not between a good patient and a bad patient
It is the gap between a clinically correct plan and a plan that can be repeated under real-

world conditions. Nurses are often the first to see that gap. The opportunity is to treat

hesitation, adaptation, and partial adherence as useful clinical information rather than

moral failure.

1 Simplify the priority actions

Reduce ambiguity and cognitive burden before adding more

education.

2 Use teach-back as a clarity test

Check the explanation, not the patient, by asking for the plan in

their own words.

3 Schedule follow-up around known drop-off points

Focus on the first days and the period after early improvement.

4 Create capacity for continuity

Protect nursing time and build structured follow-up rather than

relying on individual effort.

R E F E R E N C E S  A N D  C O N T E X T  S O U R C E S

1. World Health Organization: Adherence to long-term therapies. Global framework describing adherence as a multidimensional challenge.

2. Agency for Healthcare Research and Quality: Teach-Back. Evidence-based communication method that checks whether information has been explained clearly.

3. NICE: Medicines adherence. Recommendations on patient involvement, beliefs, concerns, preferences, and individualized communication.
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P R A C T I S I N G  N U R S E S  I N S I G H T  R E P O R T

Patient Adherence in
Nursing: Why
Understanding Does
Not Always Lead to
Action
A global nursing perspective on why documented understanding often fails to

predict what patients can sustain, where adherence breaks, and how care teams

can respond earlier.

Context → Signal → Judgement → Action

262
complete responses

6
countries represented

65.0%
frequent understanding-action gap

78.6%
frequent plan adaptation

F I N D I N G  0 1

Risk often appears as hesitation, not refusal

Visible emotional discomfort leads at 39.9%, followed by

passive verbal agreement at 29.0%.

F I N D I N G  0 2

The record and the behaviour frequently diverge

65.0% see an almost-always or frequent gap between

documented understanding and adherence.

F I N D I N G  0 3

Beliefs and readiness shape the plan

Beliefs or misinformation lead at 28.5%; emotional readiness

is the most underestimated barrier at 29.7%.

F I N D I N G  0 4

The first days expose practical friction

37.8% identify the first few days as the main point where

adherence begins to break.

F I N D I N G  0 5

Patients commonly adapt rather than fully follow

78.6% report frequent or very frequent plan modification or

partial adherence.

F I N D I N G  0 6

System capacity limits the response

Time, workload, and missing follow-up systems account for

79.2% of leading constraints.
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