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Abstract
Objectives/Background—To explore associations between two specific cognitive domains and
aspects of medication management among older primary care patients.

Methods—A sample of patients aged 65+ years drawn from several small-town primary care
practices was carefully characterized with cognitive testing and use of prescription medications. Two
primary outcome variables were examined: (a) self reports of setting up schedules to manage their
own medication, and (b) overall research assessment of adherence to prescribed medications.
Predictor variables included scores on a test of verbal memory (Hopkins Verbal Learning Test,
HVLT) and a test of executive functions (Part B of the Trailmaking test) presence of prescription
insurance, number of medications, and dosing frequency, adjusting for age, sex, and education.
Multiple logistic regression and generalized estimating equation models were used for multivariable
analyses.

Results—Higher scores on the verbal memory test and having prescription insurance were
independently associated with successfully setting up a medication schedule, after adjusting for
covariates. Higher scores on the test of working memory and a lower number of prescription drugs
were associated with the participant being assessed as adherent to medications.

Conclusions—Independent cognitive processes are associated with the ability to set up a
medication schedule and overall adherence to prescriptions. Better verbal memory functioning was
strongly and independently associated with study participants setting up their own medication
schedules, while better executive functioning was strongly and independently associated with being
fully adherent to prescription instructions. Deficits in either cognitive ability could result in
medication errors.
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Introduction
The dramatic increase in the number of medications prescribed by US physicians is due in
large part to the aging of the US population. Older adults are prescribed on average two to five
prescription medications1,2 with more medications prescribed for those reporting more than
one chronic illness.3 Incorrect use of medications among the elderly is therefore a growing
public health concern. Its potential consequences include recurrence of illness, increased
morbidity with poorer clinical outcomes, and increased healthcare cost.4,5 The degree to which
older adults are able to independently manage multiple medications and remain adherent to
their prescribers' instructions, depends in part on sensory motor functions, psychosocial factors
such as personal and cultural beliefs related to medication taking as well as cognitive abilities
such as memory and problem solving skills.6

Medication management and adherence is a complex cognitive activity requiring more than
basic abilities such as reading and telling the time. It also entails higher order cognitive
functions such as the ability to encode and store in memory, and later retrieve, complex verbal
information, and the ability to hold and manipulate multiple bits of information in memory at
one time.7

These two functions may be related to separate aspects of medication management. For
example, setting up one's own medication schedule may depend on successful encoding,
storage, and retrieval of verbal information typically printed on the label, such as when to take
a given medication and how much to take. In contrast, tracking whether or not one has taken
a particular medication may be more dependent on executive processes, specifically aspects
of working memory, e.g. whether the given dose of the given medication has already been
taken on a given day. Deficits in executive abilities have been shown to be associated with
poor medication adherence in younger patients with HIV infection,8 older patients with
schizophrenia9 and community-dwelling elderly.10

Both memory and executive deficits increase in prevalence with aging and impairments in
these domains may represent very early signs of dementia.11,12 Regardless of etiology,
cognitive deficits can interfere with older adults' ability to independently carry out daily
functions such as the ability to understand and carry out physicians' instructions for taking
prescribed medications, an activity that is critical to health and autonomy in today's society.

Since most older adults receive medical care solely from their primary care physicians, we
focused our clinical epidemiology study of cognitive impairment and dementia on a sample of
older primary care patients in a small-town area of Pennsylvania.13,14 We have previously
reported that as dementia severity increased, so did the discrepancy between inadvertent non-
adherence as documented by the physicians in medical records, and as observed during standard
research assessments. Those findings suggested that cognitive impairment incrementally
reduces the consistency and reliability of patients' self-reports to physicians, and thus
compromises providers' ability to monitor and enhance adherence.

Recognizing factors that are associated with adherence would help prescribers and pharmacists
identify patients who need closer monitoring and assistance. For the present study, we
examined factors associated with older primary care patients' adherence to medication
regimens. We hypothesized that medication adherence would be associated with performance
on tests of executive abilities, specifically working memory, and that the ability to set up and
manage a medication schedule would be more related to performance on tests of verbal memory
as well as other factors related to dosing.
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Methods
Study site and sample

The Steel Valley Seniors Survey was conducted in the McKeesport area, an economically
depressed region of Southwestern Pennsylvania including several contiguous and historically
linked small towns. Fifteen primary care (family practice and internal medicine) physicians,
in seven private office practices, provided researchers with access to their patients and medical
records, contingent on patients' consent. Trained research nurses with previous home health or
hospice experience collected data. All new or returning patients aged 65 or older, living within
the study area and visiting participating physicians from 1999-2001, were eligible to
participate.

Recruitment and Initial Screening
The University of Pittsburgh Institutional Review Board approved all study procedures. In the
physician's offices, patients provided written informed consent and basic demographic and
contact information, and were screened with the Mini-Mental State Examination (MMSE).
15 Patients also gave permission for review of medical records and home contact for additional
assessment.

Detailed in-home assessment
Patients with research MMSE scores < 25 were invited to undergo a more detailed in-home
assessment. The same assessment was offered to a randomly selected comparison patient
subgroup with MMSE scores ≥ 25, each of whom had visited the same physician within the
same month as a low-scoring patient. To ensure independent assessments, different research
nurses conducted the MMSE screening in the office and the assessment at home on the same
patient.

The in-home assessment consisted of a semi-structured interview, a brief general physical and
neurological evaluation, an assessment of medications and adherence, and a
neuropsychological assessment, as reported previously.13 As the adherence information was
used in completing the Clinical Dementia Rating (CDR)16, we did not use the CDR in the
present analyses.

Medication adherence and management—Participants' medications were examined by
direct inspection of prescription vials during the home visit. Participants were asked how often
they took their medications, what they believed each medication was for, whether they had
forgotten to take medications (and if so, how often), whether they took them as prescribed,
reasons for deliberately not taking as prescribed, whether anyone helped them manage their
medications, and whether the participant had a system for managing medications (and if so,
what type of system (e.g. checklist, calendar, reminders, multi-compartment pillbox)). We also
asked whether they were responsible for setting up their own medication schedules. Based on
this information, the general state of the medications, and participants' knowledge of and
familiarity with their own medications, research nurses rendered a global judgment of the level
of prescription adherence. Participants were classified as non-adherent if they failed to keep
up with any medication, took less than one-half of the prescribed doses as prescribed, or did
not take one medication as directed even if adherent with the other medications. They were
classified as adherent if they missed doses or took too much medication more than twice weekly
but tried to keep up, or if they took all medications regularly as prescribed. Participants also
reported whether they had prescription insurance and where they usually purchased their
prescription drugs.
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Research data were obtained directly from home visit participants. Data from other informants,
when available, were coded separately and not used in the current analyses.

Neuropsychological Assessment—Patients underwent a detailed neuropsychological
assessment consisting of a brief battery tapping the cognitive domains typically affected in
dementia, as reported previously.17 To test hypotheses related to memory and executive
functioning, we chose the following tests:

1. The Hopkins Verbal Learning Test (HVLT) is a 12-item word list learning test with
three trials of learning, a 20-minute delayed recall, and forced choice recognition.
18 We used the sum of 3 learning trials as a measure of verbal learning and memory,
which we hypothesized would be a key factor in remembering verbal (oral or written)
instructions for medication management and adherence. Higher scores reflect better
performance on this test.

2. Trailmaking B (Part B of the Trailmaking Test) measures executive functions
(working memory, set-shifting and mental flexibility) in addition to attention,
processing speed, and visual search.19 Subjects were given up to 240 seconds to
complete the task. Trail making scores were calculated as number of correct
connections divided by time (seconds) to complete, as the distribution is less skewed
than when using time alone; thus, higher scores indicate better performance.

Statistical Analysis
For descriptive purposes, means and standard deviations were reported for continuous variables
and frequencies and percentages were reported for categorical variables. Where the distribution
of a variable was extremely skewed, we categorized it at natural break-points.

For participants who reported regularly taking at least one prescription drug, two main outcome
variables were investigated: (a) the overall research assessment of medication adherence (yes/
no, as described above), and (b) self-report of being responsible for setting up a schedule to
manage one's own medication (yes/no). The main explanatory variable for predicting
medication adherence was the executive function test (Trailmaking Test B). The main
explanatory variable for predicting the self-management of medication schedule was the
memory test Hopkins Verbal Learning Test (HVLT). For each outcome, we used both
univariable and multivariable stepwise regression models to assess the relationship between
the outcome and primary explanatory variable.

Since both the HVLT and Trailmaking B scores had skewed distributions, we categorized them
into three groups; scores less than the tenth percentile (which we treated as the reference group),
scores between the 10th and 50th percentiles, and scores greater than the 50th percentile. Other
covariates included in the multivariable models were the total number of medications being
taken (five or more vs. less than five), frequency of dosing (four or more vs. one to three times
a day), age (in years), sex, and education (less than high school graduate or high school graduate
or above).

For the models not including the effect of frequency of dosing as a covariate, we used a logistic
regression technique. For the models including the frequency of dosing, we used a population-
average model with generalized estimating equation (GEE) to adjust for the cluster effect
because each individual may take multiple medications. Individuals with data missing on the
main outcome or predictor variables were excluded from the analysis. There was no a priori
reason to believe that missingness was related to the adherence in this group of individuals.
All statistical results were obtained using SAS 8.0. Sensitivity analyses using ISNI20 indicated
that the results of the logistic regression models were not affected by excluding data from
subjects with missing data.
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Results
The analytical sample (n=343) had a mean (SD) age of 77.52 (6.71) years; 238 (69.38%) were
women, and 227 (66.18%) had high school or greater education. We excluded from the models
six respondents (1.75% of the sample) who were taking no prescription drugs. The mean (SD)
number of drugs was 4.25 (2.65); 130 respondents (37.9%) were taking five or more drugs.

Of those taking one or more prescription drugs, 237 (70.32%) had a dosing frequency of once
a day, 89 (20.64%) were taking medications twice a day, 19 (5.65%) three times a day, and 11
(3.39%) four or more times a day.

Two hundred fifty seven respondents (75%) reported having a system to keep track of their
own medication; the characteristics of those who did and did not report having such a system
are shown in Table 1. Among those who reported using a system, 63 (23.5%) reported using
a multi-compartment pillbox, 64 (23.97%) reported using a single-compartment pillbox, 20
(7.5%) reported using a checklist, 5 (1.87%) used a calendar, 33 (12.26%) laid out their pills
at mealtimes, 69 (25.56%) laid out their whole day's medications in the morning, and 92
(34.2%) placed their medications in a location that would remind them to take them at the
appropriate time. Sixteen individuals (5.75%) who reported taking their medication completely
under someone else's supervision were excluded from the models; 45(16.7%) who stated that
someone else helped them manage their medications were included in the models

One hundred forty two study respondents (approximately 79% of the study respondents)
reported forgetting a dose less than once a week, 27(15.17%) forgot once or twice a week, and
9 (5.06%) forgot their medications more than twice a week. Among those taking one or more
prescription drugs, in the research assessment of overall adherence(compliance), 245 (71.01%)
took all their medications regularly as prescribed, 63 (18.26%) missed doses or took too much
medication more than twice weekly but tried to keep up with medications, for a total of 308
89.28%) whom we classified as adherent. We classified as non-adherent 23 (6.67%) who did
not take at least one medication as directed by physician, 12 (3.48%) who took less than one-
half of the prescribed dose as prescribed, and 2 (0.58%) who failed to keep up with any
medications. Characteristics of these two groups are shown in Table 2.

As seen in Table 3, having better memory (higher scores on the Hopkins Verbal Learning Test)
was significantly associated with participants setting up their own medication schedules, both
in univariable analyses and after adjusting for demographics and other potential confounders.
Having prescription insurance was associated in the univariable model but lost statistical
significance after adjusting for covariates.

As seen in Table 4, having better executive function (higher scores on Trailmaking Test B)
and a lower total number of prescription drugs (less than 5) were associated with participants
being assessed as adherent, in both univariable and multivariable analyses. A lower dosing
frequency (less than four times a day) was associated with adherence in the univariable analysis
but not after adjusting for covariates.

Discussion
Setting up a medication schedule involves the interplay of patient beliefs about their illness,
prospective and retrospective memory, working memory, and long-term memory.21,22.
Taking one's medications correctly requires the recruitment of verbal memory to set up a system
for managing medications and executive control functions to develop and implement a plan to
take medications.10, 23
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In order to adhere to their physicians' instructions for taking prescription and non-prescription
drug regimens, many older adults develop medication management strategies that reduce the
cognitive effort required to remember to take medications. The strategies may be as simple as
laying medications out daily or as complex as using a calendar or pillbox to track medication
usage. Adherence rates, particularly among the oldest-old, improve when medication aids are
employed24 thus at least partially offsetting the impact of memory loss on adherence. Gould
et al23 found that older adults' beliefs (self-efficacy or metamemory) and anxiety about their
own cognitive functioning were strong predictors of adherence; specifically, low self-efficacy
led individuals to adopt external strategies and high memory anxiety led them to employ
internal strategies to help themselves remain adherent. Branin25 found that older adults
reported greater use of internal memory strategies and a preference for event-based (for
example, taking medications with meals or at bedtime) over time-based prescription
medication instructions. Depression and memory anxiety were significant predictors of type
of medication adherence strategies used among the elderly, while health status and social
support were not.

Our study participants employed a variety of external memory strategies to help them
remember to take their medications. Almost one-half of them reported using a pillbox (either
a single compartment or multi-compartment pillbox) to help them keep track of their
medications. One in three of our seniors (34.2%) placed medications in a location that would
remind them to take medication; one in four (25.56%) laid out medications early in the morning;
and nearly one in eight (12.26%) laid out medication at mealtimes.

In our sample, 75% of those taking at least one prescription medication reported setting up
their own medication schedules. Doing so was strongly associated with participants'
performance on the Hopkins Verbal Learning Test (HVLT) that assesses verbal learning and
delayed recall, but was not associated with overall adherence. We did not assess metamemory
or internal strategies in our study.

Developing a strategy to manage medications is an indicator of the patient's intention to follow
prescription instructions. However, executing the plan and adhering to the prescriber's
instructions is only partly a function of the strategies the individual uses. In our study subjects,
higher Trailmaking Test B scores were associated with better overall adherence, suggesting
that executive function, not verbal memory, underlies the ability to adhere to prescribed
medication regimens.

Executive function has previously been shown to correlate with instrumental activities of daily
living requiring goal directed activities, such as paying bills and managing money, preparing
meals and shopping for groceries, using the telephone, and managing medications.26, 27 A
decline in executive function is associated with a corresponding functional decline in
instrumental activities of daily living in older adults.28

Insel et al9 studied executive function and working memory as predictors of medication
adherence in 95 community-dwelling adults. Adherence was monitored for eight weeks using
a medication monitoring cap system (MEMS). The composite of executive function and
working memory tasks was the only significant predictor of adherence. In contrast, Morrell
and colleagues29 reported that neither a measure of working memory nor a vocabulary test
was significantly associated with adherence to antihypertensive medication.

Our study has both strengths and limitations. Our study sample was recruited from a
representative population of older small-town primary care patients whom we assessed in their
homes. In this context, our well-trained experienced nurses were able to reliably assess the
extent to which participants were taking their medications as prescribed. However, we did not
have objective measures of adherence such as electronic bottle caps as are typically employed
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in experimental studies of adherence. Further, we were limited to participant's self-reports of
the strategies they employed to enhance their own adherence, however, as noted by Gould et
al22, self-reports are routinely used by patients and providers and are of significant theoretical
and practical importance independently of their objective accuracy. We note these were
community-dwelling elderly who were visiting their own physicians at the time of recruitment
and were presumably giving their prescribers information no more accurate than that obtained
by us in a standardized manner. We did exclude from our analytic models those individuals
who were taking their medication under others' supervision. In this epidemiological study, we
did not include measures of metacognition, such as self-efficacy and memory anxiety, often
used in experimental psychology studies. We did however include standard and robust
neuropsychological measures of verbal learning/ memory and executive functioning that can
easily be incorporated into primary care settings.

Conclusions
In a sample of older adults recruited from several small-town primary care practices for a
clinical epidemiology study, we found that better verbal memory functioning was strongly and
independently associated with study participants setting up their own medication schedules,
while better executive functioning was strongly and independently associated with being fully
adherent to prescription instructions. These associations remained statistically significant even
after adjustment for the effects of number of medications and dosing frequency as well as age,
sex, and education. Overall adherence was also associated with taking a lower total number of
drugs but not to dosing frequency. Unexpectedly, neither number of medications nor dosing
frequency was associated with participants setting up schedules. Having insurance for
prescription medication was associated with participants setting up their schedules but only in
the univariate analyses; we speculate that insurance here was a surrogate for socioeconomic
status including education. It has been well-established that poorer cognitive functioning is
associated with worse adherence.30,31 However, to our knowledge, there have been few
previous attempts to deconstruct cognitive functioning and identify specific cognitive domains
associated with aspects of adherence in a representative community sample of older primary
care patients. Our findings may assist primary care providers and pharmacists in assessing
older patients for potential difficulty with medication adherence, thus potentially lowering the
many risks associated with non-adherence in the elderly.

Acknowledgements
The work reported here was supported in part by research grant R01AG023651 and career development grant
K24AG022035 from the National Institute on Aging, NIH, US DHHS.

References
1. Lassila HC, Stoehr GP, Ganguli M, et al. Use of prescription medications in an elderly rural population:

the MoVIES Project. Ann Pharmacother 1996;30:589–595. [PubMed: 8792943]
2. Hanlon JT, Schmader KE, Boult C, et al. Use of inappropriate prescription drugs by older people. J

Am Ger Soc 2002;50:26–34.
3. Wolff JL, Starfield B, Anderson G. Prevalence, expenditures, and complications of multiple chronic

diseases in the elderly. Arch Intern Med 2002;162:2269–2276. [PubMed: 12418941]
4. Dowell J, Hudson H. A qualitative study of medication taking behaviour in primary care. Family

Practice 1997;14:369–375. [PubMed: 9472370]
5. DiMatteo MR. Variations in patients' adherence to medical recommendations: a quantitative review

of 50 years of research. Med Care 2004;42:200–209. [PubMed: 15076819]
6. Misczak LM, Maki SA, Gould ON. Self-reported medication adherence and health status in late

adulthood: The role of beliefs. Exper Aging Res 200;26:189–207.

Stoehr et al. Page 7

Am J Geriatr Pharmacother. Author manuscript; available in PMC 2009 December 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



7. McDaniel, MA.; Einstein, GO. Prospective memory components most at risk for older adults and
implications for medication adherence. In: Park, DC.; Liu, LL., editors. Medical adherence and aging:
social and cognitive perspectives. Washington DC: American Psychological Association; 2007.

8. Selnes OA. Neurocognitive aspects of medication adherence in HIV infection. J Acq Imm Def Synd:
JAIDS 2002;31:S132–5.

9. Jeste SD, Patterson TL, Palmer BW, Dolder CR, Goldman S, Jeste DV. Cognitive predictors of
medication adherence among middle-aged and older outpatients with schizophrenia. Schizophrenia
Research 2003;63:49–58. [PubMed: 12892857]

10. Insel K, Morrow D, Brewer B, Figueredo A. Executive function, working memory, and medication
adherence among older adults. J Gerontol: Psych Sci 2006;61B:P102–P107.

11. Saxton JA, Lopez O, Ratcliff G, et al. Preclinical Alzheimer disease: neuropsychological test
performance 1.5 to 8 years prior to onset. Neurology 2004;63:2341–2347. [PubMed: 15623697]

12. Chen P, Ratcliff R, Belle SH, Cauley JA, DeKosky ST, Ganguli M. Patterns of cognitive decline in
pre-symptomatic Alzheimer's disease: a prospective community study. Arch Gen Psych
2001;58:853–858.

13. Ganguli M, Rodriguez EG, Mulsant B, Richards S, Pandav R, Vander Bilt J, et al. Detection and
management of cognitive impairment in primary care: the Steel Valley Seniors Survey. J Amer Ger
Soc 2004;52:1668–1675.

14. Ganguli M, Du Y, Rodriguez EG, et al. Discrepancies in information provided to primary care
physicians by patients with and without dementia: The Steel Valley Seniors Survey. Am J Geriatric
Psychiatry 2006;14:446–455.

15. Folstein M, Folstein S, McHugh P. “Mini mental state.” A practical method for grading the cognitive
state of patients for the clinician. J Psych Res 1975;12:189–198.

16. Morris JC. The Clinical Dementia Rating (CDR): Current version and scoring rules. Neurology
1993;43:2412–2414. [PubMed: 8232972]

17. Lavery L, Vander Bilt J, Chang Chung-Chou H, Saxton JA, Ganguli M. The association between
congestive heart failure and cognitive performance in a primary care population of elderly adults:
the Steel Valley Seniors Survey. International Psychogeriatrics 2007;19:215–225. [PubMed:
16684398]

18. Benedict RHB. Hopkins Verbal Learning Test- Revised: normative data and analysis of inter-form
and test-retest reliability. The Clinical Neuropsychologist 1998;12:43–55.

19. Reitan RM. The relation of the Trailmaking Test to organic brain damage. J Consult Psychology
1955;19:692–697.

20. Troxel AB, Ma G, Heitjan DF. An index of local sensitivity to nonignorability. Statistica Sinica
2004;14:1221–1237.

21. Park, DC.; Jones, TR. Medication adherence and aging. In: Fisk, AD.; Rogers, WA., editors.
Handbook of human factors and the older adult. New York: Academic Press; 1997. p. 257-287.

22. Park, DC.; Kidder, DP. Prospective memory and medication adherence. In: Brandimonte, M.;
Einstein, G.; McDaniel, M., editors. Prospective memory: Theory and applications. Hillsdale, NJ:
Lawrence Erlbaum; 1996. p. 269-390.

23. Gould ON, McDonald-Miszczak L, King B. Metacognition and medication adherence: How do
younger and older adults remember? Exper Aging Res 1997;23:315–342. [PubMed: 9352290]

24. Park DC, Morrell RW, Frieske D, Kincaid D. Medication adherence behaviors in older adults: Effects
of external cognitive supports. Psych Aging 1992;7:252–256.

25. Branin JJ. The role of memory strategies in medication adherence among the elderly. Home Health
Care Services Quarterly 2001;20:1–16. [PubMed: 11987652]

26. Cahn-Weiner DA, Boyle PA, Malloy PF. Tests of executive function predict instrumental activities
of daily living in community-dwelling older individuals. Applied Neuropsych 2002;9:187–191.

27. Grigsby J, Kaye K, Baxter J, et al. Executive cognitive abilities and functional status among
community dwelling older persons in the San Luis Valley Health and Aging Study. J Am Ger Soc
1998;46:590–596.

28. Royall DR, Palmer R, Chiodo LK, Polk MJ. Declining executive control in normal aging predicts
change in functional status: The Freedom House Study. J Am Ger Soc 2004;52:346–352.

Stoehr et al. Page 8

Am J Geriatr Pharmacother. Author manuscript; available in PMC 2009 December 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



29. Morrell RW, Park DC, Kidder DP, Martin M. Adherence to antihypertensive medications across the
life span. The Gerontologist 1997;37:609–619. [PubMed: 9343911]

30. Ganguli M, Rodriguez E, Mulsant B, et al. Detection and management of cognitive impairment in
primary care: The Steel Valley Seniors Survey. J Am Ger Soc 2004;52:1668–1675.

31. Salas M, In't Veld BA, van der Linden PD, Hofman A, Breteler M, Stricker BH. Impaired cognitive
function and compliance with antihypertensive drugs in elderly: The Rotterdam Study. Clin
Pharmacol Ther 2001;70:561–566. [PubMed: 11753273]

Stoehr et al. Page 9

Am J Geriatr Pharmacother. Author manuscript; available in PMC 2009 December 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Stoehr et al. Page 10

Table 1
Setting up own medication schedule (among those taking at least one prescription drug)*

Characteristics Setting up own schedule Not setting up own schedule

N 257 (75%) 86 (25%)

Age: (mean (SD) 77.07 (6.48) 78.87 (7.24)

Sex: % female 180 (70.04 %) 58 (67.44 %)

Education: % > high school 172 (66.93 %) 55 (63.95 %)

Number of Rx drugs: mean (SD) 4.30 (2.56) 4.10 (2.91)

% ≥ 5 Rx drugs 98 (38.13 %) 32 (37.21 %)

Dosing frequency % ≥ 4 times/day 34 (3.10 %) 14 (4.20 %)

Adherence: % fully adherent 231 (89.88 %) 87.21 %

% with prescription insurance 220 (86.96 %) 63 (75 %)

HVLT mean (SD) 20.00 (5.50) 16.75 (6.88)

Trails B (mean(SD)) 0.18 (0.09) 0.17 (0.10)
*
For the univariate analyses, the sample size across the different variables varies slightly from 337 to 343, depending on data missing on given variables.
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Table 2
Adherence (among those taking at least one prescription drug)*

Characteristics Fully adherent Not fully adherent

N 308 (89.28) 37 (10.72)

Age: (mean (SD) 77.41 (6.66) 78.54 (6.99)

Sex: % female 214 (69.48 %) 26 (70.27 %)

Education: % > high school 208 (67.53 %) 21 (56.76 %)

Number of Rx drugs: mean (SD) 4.18 (2.65) 4.76 (2.69)

% ≥ 5 Rx drugs 110 (35.71 %) 21 (56.76 %)

Dosing frequency % ≥ 4 times/day 36 (2.85 %) 12 (6.86 %)

% setting up own schedule 232 (75.49 %) 26 (70.27 %)

% having a system 248 (80.52%) 24 (64.86%)

% with prescription insurance 256 (84.21 %) 28 (80.00 %)

HVLT mean (SD) 19.39 (5.85) 17.25 (7.28)

Trails B (mean(SD)) 0.18 (0.096) 0.14 (0.101)
*
For the univariate analyses, the sample size across the different variables varies slightly from 316 to 345, depending on data missing on given variables
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