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M edication self-man-
agement (SM) is an 
emerging concept 
in oncology as more 

medications with improved effi-
cacy are available in oral formula-
tions that patients can administer 
at home. Successful home self-man-
agement of medications related to 
cancer treatment requires that the 
patient be responsible for taking the 
appropriate dose while following the 
appropriate schedule for optimal ef-
ficacy. Self-management has been 
gaining popularity in recent years, 
but it poses many challenges for ad-
vanced practitioners in oncology. 
It cannot be assumed that a patient 
will adhere to medication doses and 
schedules simply because a person 
is facing a potentially life-threat-
ening illness. In addition, oncology 
patients often have multiple comor-
bidities that may prove taxing to in-
dividuals managing their own health 
on a day-to-day basis. This article 
aims to educate advanced practitio-
ners in oncology about the concept 
of self-management as it relates to 
medication adherence, barriers to 
self-management that may lead to 
adherence problems and negative 
health outcomes, and self-manage-
ment intervention strategies for on-
cology professionals.

Background and Significance

Cancer patients are defined as in-
dividuals who have been diagnosed 
with malignancy. Frequently, tumors 
arise in areas such as the breast, lung, 
prostate, or colon. Hematologic malig-
nancies are cancers arising from the 
bone marrow and may include chronic 
myelogenous leukemia (CML), my-
elodysplastic syndrome (MDS), and 
multiple myeloma (MM) to name a 
few. Many believe that once patients 
are diagnosed with cancer they will be 
adherent to therapies due to the grav-
ity of the diagnosis. This assumption is 
not necessarily true.

Antineoplastic and other anticancer 
agents may be administered via the IV or 
oral route. The IV route is attractive from 
an adherence standpoint. Clinicians may 
feel confident that as long as the patient is 
able to make the treatment appointment, 
the appropriate dose and schedule of ad-
ministration will have been completed at 
the time the patient leaves the office or 
hospital. In the era of oral novel agents 
to treat cancer, however, patients are re-
quired to self-manage their medications 
and take an active role in their care ad-
ministering antineoplastic therapy at 
home. Patient responsibilities include 
refilling prescriptions on time, obtaining 
laboratory tests prior to refills, monitor-
ing and reporting side effects, and above 
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Case Study
Mrs. K is a 66-year-old female with a long 

history of hypertension and hyperlipidemia 
and a 45-pack-year history of cigarette smok-
ing. She was diagnosed with multiple myelo-
ma (MM), a cancer of the bone marrow plasma 
cells, 5 years ago. At diagnosis, she received a 
combination of IV pegylated liposomal doxo-
rubicin (Doxil), vincristine, and dexametha-
sone before receiving an autologous stem cell 
transplant. She achieved a 5-year remission 
from her treatment for MM.

Mrs. K was recently brought to the office 
by a friend who was concerned about mental 
status changes, an increase in back pain from 
baseline, and a persistent cough. She was 
found to have relapsed MM as evidenced by 
hypercalcemia and worsening anemia. Chest 
x-ray showed pneumonia and was also sug-
gestive of chronic obstructive pulmonary dis-
ease (COPD). She was started on a course of 
antibiotic therapy to treat her pneumonia and 
an inhaler for her shortness of breath.

Mrs. K’s mental status improved with IV 
bisphosphonates and hydration to treat her 
hypercalcemia and dehydration. Her back 
pain was treated with increased doses of oxy-
codone. She started a highly effective oral 
regimen of lenalidomide plus dexamethasone 
for treatment of relapsed MM. Fortunately, she 
had prescription coverage and her copayment 
was only $20. She took each pill at bedtime as 
directed for 3 weeks out of the month with 1 
week off. She was instructed by the nurse to 
have blood drawn every 2 weeks for the first 
12 weeks of therapy to monitor her complete 
blood counts. The nurse created a calendar of 
all the dates of her follow-up appointments, 
visits, and lab schedules. She reviewed all of 
the important side effects of this medication 
and indicated when to call the office.

Mrs. K verbalized an understanding of 
the importance of taking this medication at 
the same time each day, on the appropriate 
schedule, and the importance of frequent lab 
tests to monitor the disease and side effects 
of treatment. She needed to refill the medica-
tion prescription each month and would be re-
quired to have her lab work drawn at the end 
of her 3-week cycle to evaluate her need for a 
refill. Mrs. K was directed to call her nurse if she 
developed any number of side effects, which 
were listed on an information sheet, which she 
was able to recite. The nurse made called Mrs. 

K’s house at the end of each month of therapy 
to ensure she understood the treatment plan, 
to assess for side effects, and to ensure that 
she was taking the medication as prescribed.

Mrs. K responded well to the medication, re-
mained adherent to the regimen, and achieved 
a good remission. She placed her calendar on 
the refrigerator and wrote down any side ef-
fects she noticed as well as the time she took 
her medication every day. She wrote her lab 
and office appointments on the calendar. She 
felt good about staying on schedule and con-
fident that the treatment was “working.”

Unfortunately, 1 year after starting her 
new treatment for MM, Mrs. K’s husband was 
hospitalized with chest pain and later had a 
stroke that resulted in hemiparalysis. During 
her husband’s hospitalization, she forgot to 
take her antihypertensive and antimyeloma 
medications at the scheduled time. She felt 
her hypertension had been controlled and her 
cancer was in remission; she rationalized that 
“it will be okay to skip a few doses.”

Mrs. K’s husband was discharged af-
ter 3 weeks in the hospital and everything 
changed. He had been responsible for all the 
finances during their 35 years of marriage but 
now was unable to do the bills. He continued 
to become weaker with subsequent readmis-
sions for heart failure and pneumonia. Mrs. K 
became worried about her husband’s declin-
ing health and functional status. In addition, 
she realized their assets were fewer than she 
thought. She had trouble remembering to pay 
bills and was worried about prescription and 
health insurance coverage. Their insurance 
carriers were about to change, which would 
result in higher copays for her medication as 
well as her husband’s. She became forgetful: 
she missed her own laboratory and office ap-
pointments because she was busy transport-
ing her husband to physical therapy and of-
fice visits, and no longer remembered to use 
her own calendar for her medications. 

The nurse from the oncology office contin-
ued to provide telephone reminders to refill 
her cancer medications but Mrs. K was not 
always home and did not always return her 
messages. Mrs. K’s social network was limited 
to a few friends and she only had one son liv-
ing in another state who rarely came to visit. 
She became depressed and her own health 
began to decline.
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all taking the prescribed medication according to the 
appropriate dose and schedule.

Clinical trials are conducted to demonstrate 
efficacy within various patient groups, and to 
determine appropriate dose and schedule to be 
administered. Despite data that suggest patients 
should follow a particular dose and schedule for 
the drug, patients with cancer and hematologic 
malignancies, such as leukemia, lymphoma, and 
MM, not unlike those with other chronic illness-
es, may fail to adhere to the prescribed regimen 
(Chu et al., 2005). In order for medications to be 
maximally effective, patients should take the pre-
scribed medications at the desired interval.

Failure to take the prescribed medication at 
the recommended dose or schedule will have a 
negative impact on patient outcomes. Such out-
comes have been studied extensively in patients 
with heart failure, diabetes, HIV/AIDS, and infec-
tious diseases but to a lesser extent in patients with 
hematologic and other malignancies. Most of the 
literature in oral cancer therapy adherence relates 
to patients with breast cancer. In a classic study 
of patients with breast cancer receiving adjuvant 
chemotherapy at a dose that was 65% of what was 
intended, there was a shorter relapse-free survival 
(Bonadonna & Valagussa, 1981).

Partridge and colleagues (2003) studied ad-
herence in 492 breast cancer patients receiving 
tamoxifen therapy. Over the duration of therapy, 
patients were less likely to take medication as 
prescribed and only 50% of patients were adher-
ent by the fourth year of treatment. Predictors of 
nonadherence included age less than 45 years, 
age greater than 85 years, nonwhite race, and sur-
gical history (Partridge, Wang, Winer, & Avorn, 
2003; Ziegelstein et al., 2000).

A more recent study of breast cancer patients 
receiving tamoxifen yielded similar results. Of 131 
women interviewed, 55% were nonadherent to 
taking their medications at a prescribed dose and 
interval (Atkins & Fallowfield, 2006). Adherence 
was associated with age, as younger women were 
significantly more likely to report not taking their 
medication. Patient reports as to whether they 
disliked some aspect of taking their medication in 
particular focused on unpleasant side effects such 
as hot flashes; these adverse side effects were sig-
nificantly predictive of adherence. Younger pa-
tients were more likely to deliberately miss doses 
and older patients were more likely to forget or 

miss doses (Atkins & Fallowfield, 2006).
Although previous research on chemothera-

peutic oral therapies focused on breast cancer, 
treatment for patients with hematologic malignan-
cies has led to the discovery of highly effective oral 
therapies in the past few years. Oral agent treatment 
adherence rates for these therapies are unknown. 
As the incidence, population, and characteristics of 
patients with breast cancer are different than those 
with hematologic malignancies, we cannot be sure 
that adherence rates in patients with hematologic 
malignancies are similar. Further research is needed 
to identify the barriers to self-management of oral 
chemotherapeutics in these patients. A review of the 
oral agents for these types of cancer will follow.

Recently, successes in the treatment of CML, 
MDS, and MM have led to dramatic changes in qual-
ity of life and overall survival. For example, 80% of 
patients with newly diagnosed CML treated with 
first-line oral imatinib mesylate will achieve a com-
plete cytogenetic response. For many of these pa-
tients, more aggressive therapies are no longer rec-
ommended to treat their disease as was indicated 
in the past (Chu et al., 2005). In a phase II study of 
oral lenalidomide (Revlimid) in patients with MDS 
associated with a deletion 5q cytogenetic abnormal-
ity, 67% developed transfusion independence within 
3 months of therapy (List et al., 2005). This provides 
an alternative to IV chemotherapy and frequent trips 
to the outpatient department for blood transfusions, 
but requires patients to be observant for side effects 
associated with treatment. Also, for patients with 
newly diagnosed MM taking either oral lenalido-
mide and dexamethasone, or bortezomib (Velcade), 
oral melphalan, and prednisone, the average 3-year 
survival is approximately 72% to 75% (Rajkumar et 
al., 2008; San Miguel et al., 2008).

As you can see, the use of newer oral therapies 
to treat hematologic malignancies provides hope 
for patients who otherwise may have required 
more intensive treatment with the potential for 
more side effects and can instead be administered 
in the home. A key difference in self-management 
of oral agents in patients with malignancies com-
pared to other patient groups is the amount of inva-
sive testing at regular intervals to monitor efficacy 
and toxicity. Unfortunately, research is lacking to 
describe adherence rates in patients with hemato-
logic malignancies, but it remains important to de-
scribe aspects of adherence and self-management 
for advanced practitioners of oncology.
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Adherence and Self-Management

The concept of adherence can be defined as the 
extent to which a patient’s behavior corresponds 
with the recommendations of his or her health-care 
professional (Kelly & Agius, 2006). Although this is 
not a new concept, there has been a renewed inter-
est in medication adherence within the cancer com-
munity in recent years as improved therapies and 
oral anticancer drugs that are equally or more effi-
cacious than available IV therapies and can be given 
at home have become available. In addition, there is 
improved survival as cancer patients are living lon-
ger than ever. This increased duration of therapy 
poses a concern for clinicians who lack control as to 
whether or not patients receive the intended medi-
cations at the recommended dose and schedule out-
side of a hospital or outpatient treatment setting.

The concept of self-management is important 
to review and define. Self-management of chronic 
illness refers to the daily activities that individuals 
undertake to keep the illness under control, mini-
mize its impact on physical health status and func-
tioning, and cope with the psychosocial sequelae 
of the illness (Gallant, 2003). Cancer is a chronic 
illness; SM in the chronic illness model emphasiz-
es patient-oriented care, with patients and their 
families integrated as members of the care team 
(Hibbard, Mahoney, Stock, & Tusler, 2007). Self-
management includes setting goals, monitoring 
symptoms, and notifying a health-care provider 
about side effects/symptoms. Expectations re-
garding self-management have increased as more 
oral chemotherapeutics are available.

In order to improve outcomes, adherence 
and SM must be integral to one another. There is 
a distinction between the conceptual difference 
of intentional nonadherence occurring when the 
patient makes a conscious decision not to take 
the prescribed medication vs. nonintentional 
nonadherence as a result of forgetting or mis-
understanding the instructions about the dose, 
drug, or schedule (Atkins & Fallowfield, 2006). 
Individuals with cancer may become forgetful on 
occasion, which is quite different from intention-
al nonadherence in patients who determine that 
they will not take a prescribed medication due to 
side effects, the belief that it will be ineffective, 
cost, or inconvenience, among other reasons.

Many intrinsic and extrinsic factors exist that 
may impact intentional or nonintentional behaviors 

and whether or not patients are willing or able to 
take prescribed therapies. Adherence and interven-
tions to address the lack of noncompliance to medi-
cation regimens have been described. A history of 
nonadherence to medications, impaired cognitive 
status, mental illness, lack of social support, and de-
pression may compromise a patient’s level of medi-
cation adherence (Partridge et al., 2002). Individuals 
with cancer are particularly prone to depression and 
may develop indifference toward their treatment 
regimens, failing to follow the proposed schedule for 
the appropriate duration of therapy (Massie, 2004).

Intentional nonadherence may result from 
personal health beliefs that impact one’s ability 
to participate in and follow a treatment plan. One 
factor that may affect nonadherence includes 
the degree of confidence that a regimen can im-
prove the condition and whether the treatment is 
worth the risks or costs. Similarly, if patients are 
not confident that a medicine is necessary to their 
health or will be effective, they are less likely to 
begin or continue taking it as recommended (Par-
tridge, Avorn, Wang, & Winer, 2002).

Several studies have highlighted adherence is-
sues specific to oral therapies and the many barri-
ers that prevent patients from following the recom-
mended regimen (Horner et al., 2009; Partridge et 
al., 2003). Many of these issues cited in previous 
studies may have benefited from a SM approach, 
which will be described later. Reasons for nonadher-
ence in patients with breast cancer include missed 
doses, late prescription refills, and financial inability 
to cover the out-of-pocket copayments, to name a 
few (Partridge et al., 2002). Other factors contribut-
ing to nonadherence or lack of SM may include poor 
provider-patient communication, including the 
provider-patient relationship, patient beliefs, social 
and cultural norms, disbelief in the efficacy or that 
the medication is necessary to their well-being, and 
behavioral management (DiMatteo, 2003). Various 
barriers to adherence, self-management concepts, 
and intervention strategies can be found in Table 1.

Self-management strategies to improve adher-
ence may improve outcomes. One aspect of self-
management comes from the Chronic Care Model; 
see Figure 1 (Wagner, 1998). This model describes 
how key elements—such as decision-making, self-
management and delivery system support, clini-
cal information systems, community, and leader-
ship—can work in tandem to create a proactive 
health-care team to improve patient outcomes. 



GRAND ROUNDS FAIMAN

30J Adv Pract Oncol AdvancedPractitioner.com

This model encompasses key concepts that on-
cology nurses can employ to address barriers to 
SM or adherence. This is imperative as self-man-
agement of long-term or chronic conditions such 
as cancer requires patients to monitor and man-
age symptoms, protect and promote one’s health, 
manage the impact of health on functioning, emo-
tions, and interpersonal relationships, and remain 
adherent to treatment recommendations (Figure 
2). If implemented, a program of self-management 
may empower patients to take an active role in 
their care, build confidence in their ability to self-
manage their illness, ensure adherence to oral che-
motherapeutics, and improve quality of life (Lorig, 
Sobel, Ritter, Laurent, & Hobbs, 2001).

At the beginning of this article, you read a sce-
nario in which a patient was faced with various ob-
stacles to SM specifically related to adherence to 
oral chemotherapeutics. As you think about Mrs. 
K’s case, now consider the Chronic Care Model 

from Figure 1, the concept of SM, and interventions 
that may be beneficial to Mrs. K and her family.

Discussion
Mrs. K’s case illustrates a phenomenon that is 

not uncommon. An older individual with chronic 
health problems is faced with managing her own 
health, finances, and the health of her spouse with 
little or no family or social support. In this scenario, 
key issues such as older age, new health problems 
(COPD), chronic opioid use (which may affect cog-
nitive status), and depression are important areas 
that impact successful self-management. Impaired 
decision-making skills, less than effective patient-
provider communication, and lack of goal-setting 
may lead to intentional or unintentional nonadher-
ence. Costs associated with out-of-pocket copay-
ments for prescription medications became a con-
cern with Mrs. K’s insurance change. If she would 
have communicated this to her provider, interven-

Table 1. Barriers to Adherence, Self-Management and Chronic Care Concepts, and Nursing 
Interventions 

Barriers to adherence
Self-management and 
chronic care concepts Nursing interventions

Impaired cognitive status
Mental illness
Depression
Education level

Goal setting
Symptom monitoring

Assess cognitive status and education level prior 
to reviewing the medication schedule, dose, and 
patient responsibilities in regard to treatment

Assess intentional or unintentional nonadherence
Telephone or electronic reminders, calendars

Lack of social support
Finances/copay

Clinical information systems Contact social work or patient support 
organizations to assist with transportation, 
community resources, copay assistance

Additional information regarding resources may 
improve adherence

Poor provider-patient 
communication

Poor provider-patient 
relationship

Organization of health care; 
prepared and proactive 
team

Open dialog in regard to patient-provider 
relationship

Build trust, confidence, and skills in managing their 
own care

Peer-based support
Personality may be an issue and another nurse or 

provider may be better suited to the patient

Patient beliefs/values as to 
what is in their best interest

Social and cultural norms

Treatment decision-making Assess the patient’s belief system and explain the 
rationale for the recommendation; may lead to an 
informed, activated patient 

Explore social and cultural norms and why this may 
impact adherence and self-management

Disbelief in the efficacy of 
the prescribed regimen

Medication is unnecessary

Decision support Encourage a trial period of the medication and re-
inforce clinical trial data to support the effective-
ness of the intervention

Reinforce the rationale for why the medication 
should be taken and why it is important

Discuss “silent issues” and other barriers to adher-
ence or self-management
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tions from copay assistance foundations and a social 
worker may have been possible and beneficial.

The case also highlights different ways an ad-
vanced practice nurse or oncology nursing profes-
sional could intervene to integrate SM strategies, 
which would be critical to Mrs. K’s health and SM 
success. The nurse supplied Mrs. K with a calendar 
that she used to track her lab and office appoint-
ments, side effects, and when she took her medi-
cations. The nurse also counseled the patient and 
provided telephone reminders, which have been 
shown to be effective (Al-Eidan, McElnay, Scott, & 
McConnell, 2002). Unfortunately, it was evident 

that confounding factors that prevented her from 
adhering to the prescribed therapy emerged. The 
interventions that were previously effective no lon-
ger worked, primarily due to situational changes. 
She may have benefited from social work support to 
help select insurance policies, identify resources to 
help with her ill husband, and secure transportation 
services. Counseling and treatment for depression 
may have also helped to improve her outcome.

Although little is known about ways to effec-
tively enhance SM behaviors for patients undergo-
ing short-term and long-term oral chemotherapy 
treatment, many approaches have been described 

Figure 1. Model for improvement of chronic illness care. Adapted, with 
permission, from “Chronic Disease Management: What Will It Take to Improve 
Care for Chronic Illness?” by E. H. Wagner, 1998, Effective Clinical Practice, 
Aug/Sept, 1, p. 2. Copyright 1998 by the American College of Physicians.
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Figure 2. Self-management of chronic conditions.

The Chronic Care Model

Functional and clinical outcomes

Resources and policies

Decision
support

Clinical
information

systems

Community

Delivery
system
design

Informated, 
activated
patient

Self-
management

support

Organization of health care

Health systems

Prepared,
proactive

practice team

Productive
interactions



GRAND ROUNDS FAIMAN

32J Adv Pract Oncol AdvancedPractitioner.com

(Haynes et al., 2005; Linden, Butterworth, & Rob-
erts, 2006). Simple interventions such as counsel-
ing, written information and phone calls have been 
shown to help improve short-term adherence to an-
tibiotic therapy (Al-Eidan et al., 2002; Stevens et al., 
2002; Jackevicius, Mamdani, & Tu, 2002). Effective 
interventions for long-term treatments are highly 
complex and rarely improve health outcomes, but 
some interventions may include counseling, remind-
ers, reinforcing the importance of self-monitoring, 
positive reinforcement, psychological therapy, and 
mailed reminders (Chelf et al., 2001; Clowes, Peel, 
& Eastell, 2005; McDonald, Garg, & Haynes, 2002).

Although education for our cancer patients 
is necessary, education alone is not sufficient for 
improving adherence, and participating in clini-
cal trials does not always improve adherence rates 
(Haynes, 2009). In a study of 108 patients with new-
ly diagnosed hematologic malignancies receiving 
oral allopurinol and intermittent prednisone, me-
tabolite levels in the serum were assessed. Patient 
self-report of adherence was higher than evidenced 
on laboratory evaluation, but adherence increased to 
44% to 48% of the time on average for patients who 
received any one of three intervention strategies: ed-
ucation, home psychological support, and training 
in pill-taking (Levine et al., 1987). In addition, telling 
patients about the adverse effects of their medica-
tions did not affect their use of the medications. Key 
concepts shown to impact SM will now be reviewed.

Social Support
Social support, which can be defined as the 

availability of a supportive family, friends, or 
social network, is important to patients’ adher-
ence to therapy (Cameron, 1996). Adherence to 
a regimen may impact whether patients can re-
ceive the appropriate treatment and has been 
demonstrated effective in patients receiving an-
tiretroviral therapy for HIV (Gordillo, del Amo, 
Soriano, & Gonzalez-Lahoz, 1999; Catz, Kelly, 
Bogart, Benotsch, & McAuliffe, 2000). Barriers 
to effective SM and adherence may include so-
cial issues, which may put older adults at risk for 
not receiving appropriate care; this became an 
issue for Mrs. K in our case study. It is recom-
mended that nurses screen patients throughout 
their illness to determine what types of social 
support they have in place, and to determine 
whether additional support is needed if changes 
occur. Asking patients about their companion or 

family status and other personal responsibilities 
(such as Mrs. K being a caregiver to her husband) 
is important to identifying whether or not social 
support is present. Inquiring about their involve-
ment in meal preparation, grocery shopping, and 
travel will enhance targeted interventions such 
as eliciting community services.

Finances
Finances are often cited as a reason for non-ad-

herence and poor SM (Partridge et al., 2003). Finan-
cial burdens on patients with cancer can be a source 
of stress and anxiety, from copayments for prescrip-
tions and office visits to other miscellaneous medical 
costs. Patients may stop taking medications because 
of the costs of drugs and travel to the clinic; in many 
cases, patients living on a fixed income are unable to 
cover the costs. Copay assistance and financial sup-
port are available through several organizations, yet 
completing the required paperwork may be confus-
ing and time consuming for patients. Health-care 
providers, advanced practitioners, and oncology 
nurses can make referrals to copayment assistance 
programs and may be able to arrange transportation 
if travel to the clinic is an issue (Merck, 2006).

Depression
Depression is a factor that can impact one’s abil-

ity to successfully manage one’s own care. Approxi-
mately 65 million Americans over 65 years old are 
depressed, yet only 10% will seek treatment (Na-
tional Institute of Mental Health, 2008). It appears 
depression is more prevalent and highly associated 
with oropharyngeal (22%–57%), pancreatic (33%–
50%), breast (1.5%–46%), and lung (11%–44%) can-
cers (Massie, 2004). In a study by DiMatteo and 
colleagues, depressed patients were at a three times 
greater risk of being noncompliant with treatment 
recommendations than nondepressed patients (Di-
Matteo, Lepper, & Croghan, 2000).

General risk factors that lead to depression in 
older patients include female gender, being wid-
owed or unmarried, undergoing stressful life events, 
and having chronic physical conditions. Pain, fear of 
death, and changes to normal brain functioning or 
dementia also may impact an individual’s ability to 
deal with life’s challenges. Stressful medical situa-
tions may also play a contributory role (Partridge, 
2002; Partridge, 2003; Roter, 1998). Based on the 
prevalence of depression among elderly and cancer 
patients and its negative effects on the ability to self-
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manage, advanced practitioners and oncology nurs-
ing professionals should regularly screen patients 
for depression and initiate appropriate referrals.

Cognitive Impairment
Cognitive impairment will lead to ineffective SM 

and can be seen in some forms of depression (Dick-
son, Tkacs, & Riegel, 2007) and in many patients 
with cancer due to other therapies. In addition, the 
risk of developing cancer increases with age and the 
normal aging process may play a role in adherence, 
but its impact is unclear. In some studies, older pa-
tients were found to be more adherent than younger 
patients (Atkins & Fallowfield, 2006; Stoehr et al., 
2008). However, other findings suggest that very old 
patients are less adherent to prescribed therapies 
than younger patients, perhaps as a result of an in-
creased incidence of memory problems (Partridge 
et al., 2002). Cognitive impairment may or may not 
have played a role in adherence among the elderly.

Younger individuals may also experience cog-
nitive impairment in cancer due to concurrent 
medications such as opioid analgesics or corti-
costeroids or other comorbidities such as heart 
failure, central nervous system disease, or cancer-
related fatigue. Nurses should screen patients 
for cognitive impairment, which may affect their 
ability to appropriately take their medications or 
participate in SM behaviors.

Implications for Advanced  
Practitioners

Advanced practitioners are in a unique position 
to improve patient outcomes. The integration of SM 
strategies in assessment and treatment will enhance 
outcomes especially related to adherence with oral 
chemotherapeutics. Self-management interven-
tions such as information, technological reminders, 
family therapy, and telephone follow-up have been 
used in several trials; however, no single trial has 
demonstrated the superiority of one approach over 
the other (Haynes et al., 2009). Simple interventions 
such as counseling, written information, and tele-
phone reminders have been shown to help improve 
short-term adherence to therapy (Al-Eidan et al., 
2002; Stevens et al., 2002). Education alone is insuf-
ficient for patients to adhere to the recommended 
treatment, but patients should understand the ben-
efits and side effects of a therapy before it is initiated 
(Osterberg & Blaschke, 2005). Reminders of the im-
portance of self-monitoring, positive reinforcement, 

psychological therapy, and mailed reminders have 
been effective in long-term interventions.

It is recommended that advanced practitioners 
screen for barriers to SM including lack of social 
support, finances, depression, and cognitive impair-
ment. Working with a multidisciplinary team that 
includes social workers and financial counselors and 
eliciting community support may allow patients the 
ability to become successful in the self-management 
of therapy. Building patient confidence in the health-
care team and one’s own ability to SM effectively, as 
well as partnership with the health-care system, will 
hopefully improve quality of life.

Conclusions
Patients with cancer are living longer than ever. 

In many cases, cancer survivors are considered to 
have a chronic illness, with survival rates in the Unit-
ed States surpassing those in the past (Bedell, 2003). 
Prolonged survival may be due in part to improved 
and innovative disease management, novel and tar-
geted therapies, and enhanced supportive care. The 
key message is that advanced practitioners who are 
aware of the barriers to adherence and SM can play 
an active role in improving outcomes. Addressing 
barriers to effective adherence and SM may in turn 
improve survival and patient outcomes.
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