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Around 20% of the US population reports not acquiring a prescription because of 

cost, also referred to as cost-related medication nonadherence (CRN) leading to 

obvious adverse health effects. However, given how those with relatively high incomes 

report CRN, and given research evidence that people often have reasons for being 

nonadherent even with acquired medications, and given that many other factors affect 

health behavior, it seems likely that other factors may be playing a substantial role in 

medication-access decisions for those who report CRN. 

The main research objective was to gain better understanding of what people are 

experiencing in situations in which they would report CRN. 

A grounded theory approach was used to better understand what happens when 

people report CRN.  The data from which the framework was based was gathered by 

interviewing 21 clients at a clinic serving the under-insured who reported CRN.  Data 

coding, analysis, and framework development were performed by the primary 

investigator and a second independent, with the resulting framework representing the 

primary investigator’s compiling of the two separate ones. 
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A framework that describes what happens when people report CRN was 

developed.  People were able to initially acquire their medication only if they were 

offered help in acquiring it, were willing to access known sources of help, or if they were 

willing to pay the given cost.  For those not able to initially acquire their medication, 

whether or not they sought help depended on their belief in what help was available, 

and in a re-evaluation of how much they needed the medication.  The vast majority of 

those who sought help eventually received help and were able to acquire their 

medication.  Those who did not seek out help either lived without or substituted with an 

alternative. 

Reporting of CRN is not really a one-time event, but a dynamic process in which 

some people are able to eventually acquire their desired medication, with the key factor 

being whether or not they receive help in doing do.  Factors previously shown to affect 

drug utilization (such as worries about side effects, addiction, regimen complexity, etc.) 

had little to no effect on whether or not the drug was acquired.  This current research 

improves our understanding of what happens when people report CRN, and will help in 

the design of programs to improve access to needed medication.  

 



 

CHAPTER 1 
INTRODUCTION 

This study focuses on learning more about the situations in which people report 

that they are not purchasing medication because of cost, a form of cost-related non-

adherence (CRN).  Patients reporting that they had not initially purchased a prescription 

because of cost were interviewed. Interviews were analyzed using a grounded theory 

approach to determine what factors were most important in their decision-making 

process.  Having access to medication is an obvious first step in people taking said 

medication, so knowledge of these factors will be helpful in designing future programs to 

improve access to medication for this population.   

Approximately 20% of people report that they take less prescription medication 

than recommended because of cost (Piette, Heisler, & Wagner, 2004a; Piette, Heisler, 

& Wagner, 2004b; Heisler, Wagner, & Piette, 2004a; Piette & Heisler, 2004c; Safran et 

al., 2002; Steinman, Sands, & Covinsky, 2001; Piette, Heisler, & Wagner, 2006b; 

Kenndey & Erb 2002; Reed & Hargraves 2003).  Underuse of medication because of 

cost can lead to poorer health outcomes (especially in the case of chronic diseases) 

(Heisler et al., 2004b; Tamblyn et al., 2001; Soumerai, Ross-Degnan, Avorn, 

McLaughlin, & Choordnovskiy, 1991; Kennedy & Erb, 2002), Cost concerns may also 

be forcing people to develop coping strategies such as forgoing paying for other 

necessities (such as food or heat) in order to pay for medications (Piette et al., 2004b; 

Heisler et al., 2004a; Safran et al., 2002).  Given that health care expenditures in 

general and costs for prescription drugs are both increasing, and that there is not a 

mandated safety net for those facing cost pressures, the number of people who are 

cutting back on medications because of cost is not likely to decrease in the near future. 

12 



 

An easy assumption that the main reason people report not purchasing medication 

because of cost is that medication is too expensive for them to afford.  It stands to 

reason that if medications were made cheaper, then more people would be able to pay 

for them and in turn, more people actually would pay for their prescribed medications.  

Is reducing medication cost all that needs to be done in order to minimize CRN?  While 

the answer may seem obvious, the data suggest that other factors in addition to cost 

are being considered for those who report CRN. 

 First of all, there are those with relatively high incomes who are reporting CRN, 

even though they could probably afford to purchase most prescribed medications.  In 

various studies examining a nationally representative sample of people over 50, CRN in 

the previous year is reported in those with annual incomes >$60,000 in 13% of adults 

with diabetes treated with hypoglycemic medication (Piette et al., 2004b), in 16% of 

adults with chronic illnesses (Piette, Heisler, & Wagner, 2004d), and in 15% of adults 

using both preventive and symptom-relief medications (Piette et al., 2006b). While these 

populations are undoubtedly subject to other cost pressures, it is reasonable to assume 

that some of these individuals would be able to pay for their medication, and are 

choosing to not do so.  Therefore, there may be other factors that are being taken into 

consideration. 

 Additional evidence that people take into account more than just cost when 

deciding whether to purchase medication comes from the literature examining why 

people do not take their medicines, even after they have been acquired.   In their 

synthesis of qualitative studies of medicine- taking, Pound et al. (2005) compiled a list 
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based on their review of various reasons that have nothing to do with cost for why 

people do not take their medicine.  These reasons include (and are not limited to): 

• They weigh the benefits vs. the adverse effects of the drug 
• Taking the medicine does not fit in their daily routine 
• They are naïve scientists – they try it or stop it, and see what works best 
• Their condition is improving 
• They can’t tell the difference 
• They substitute with something else 
• They don’t like medicine in general 
• A negative self-identity comes from taking the drug 
• They are worried about addiction 
 

Similarly, various models of health behavior, such as the Health Belief Model 

(Rosenstock, 1966; Janz & Becker, 1984), the Theory of Reasoned Action / Planned 

Behavior (Fishbein & Ajzen, 1975), and Social Cognitive Theory (Bandura, 1986), 

identify different constructs that have been shown to affect whether or not someone 

engages in a health behavior.   While these theories have been used to explain 

utilization of health care services rather than access, the factors that affect utilization 

could also be factors affecting whether or not a person reports CRN.   Someone might 

believe that the outcome of not taking a drug may not be very severe (“perceived 

severity” from the Health Belief Model (Rosenstock, 1966; Janz & Becker, 1984), so 

they may decide in such a situation to not purchase a prescribed drug to save the out-

of-pocket cost given the fact that they do not perceive the consequences of not taking 

the medication to be severe.   

Therefore, for the reasons given above, it seems as though people may report 

CRN if asked, even though their choice to not purchase medication consists of a 

number of factors in addition to cost.  For example, suppose someone chooses to stop 

taking medication because they believe their condition is improving, and they do not 
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need it anymore.  They have a prescription for a refill that calls for a $5 copay, and they 

decide to not get it refilled.  This person then reports CRN; but how much difference 

does the cost make?   Will reducing the cost to $2 change what this person decides to 

do? 

 The point of this is not simply to say that consumers of products take into 

account more factors than just the price: everybody would probably agree to that.  The 

major point is that the people are reporting that they are either not purchasing a 

prescription or underusing a current prescription explicitly because of cost.  In other 

words, cost is the major issue, if not the only issue involved in their nonadherence with 

their prescribed medication.  Given how those with relatively high incomes report CRN, 

people often have reasons for being nonadherent even with acquired medications, and 

that many other factors affect health behavior, it seems likely that other factors may be 

playing a substantial role in medication-access decisions for those who report CRN. 

Problem Statement 

 The drug utilization process includes at least two steps; first one must be able to 

obtain the drug (access), then one must take the drug (utilization).  These two steps are 

obviously linked, as access to the drug is a necessary and sufficient condition for being 

able to utilize the drug.  Ultimately, however, utilization of the drug is what really 

matters.  When medication utilization is not achieved (i.e. when people are not adherent 

in taking the drug), how does one know what the problem is?  Could it be that the 

person did not obtain the drug (an access problem), and thus could not take it?  Or 

could it be that the person was able to obtain the drug, but did not take it for some other 

reason (a utilization problem)?   At this point, it does not seem that researchers are 

differentiating between factors that affect access (such as income, insurance status, 
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etc.) and factors that affect utilization once the drug has been obtained (such as side 

effects, don’t like medicine in general, etc.) when trying to figure out the factors that 

affect medication utilization.  The studied problem of CRN is undoubtedly an access 

issue, in that people are reporting that they are not taking their medication because the 

cost is prohibiting them from obtaining what they really need. 

Currently, there are at least two frameworks that attempt to relate all of the 

different factors (including cost-related ones) that affect whether or not one utilizes a 

medication : Piette, Heisler, Horne, & Alexander (2006a), and Andersen & Aday’s 

Behavioral Model of Health Services Use, Phase 5 (Andersen & Davidson, 2007).  Both 

of these will be examined in detail in Chapter 2.  The Piette et al. framework 

summarizes all of the factors that have been associated with reporting of CRN.  The 

Behavioral Model of Health Services Use catalogues these factors into larger constructs 

and hypothesizes about the relationships among these constructs and health behavior. 

 Although these frameworks summarize many of the factors that affect CRN, they 

have two short-comings.  The first is that, as mentioned above when discussing reasons 

for not taking medication from the adherence/compliance literature, there could be many 

health beliefs or behaviors that have little to do with accessing medication, yet could 

affect whether someone would report CRN.  These are identified only generally in the 

two frameworks as “beliefs,” “health practices,” or “sociocultural influences.”    For 

example, if someone does not like to take medication in general and does not purchase 

a prescription for $10, they may report that they did not purchase the medication 

because of cost (an access issue), when in reality, it is mostly their health beliefs that 

caused them not to purchase the medication (a utilization issue).   Based on the current 

16 



 

frameworks, we have no idea which of these health beliefs or behaviors are affecting 

whether or not someone is not purchasing medication reportedly because of cost, nor 

their relative importance.  

The other short-coming is that it would be difficult to determine which of the factors 

really come into play when a person is confronted with a situation in which they cannot 

afford their medication.  For example, while the frameworks indicate that those of lower 

income will have a higher likelihood of reporting CRN compared to those with higher 

incomes, it cannot explain why some with higher incomes do not purchase medication, 

while those with lower incomes still do purchase medication.  So what factors are the 

most important ones that people take into consideration when deciding whether or not 

to purchase a medication?  What specific problems do these individuals have in 

purchasing medication, such that policy and resources could be used to help resolve 

them?   Since CRN seems to affect all types of people in the greater population 

(although some more than others), one needs to know the exact nature of the problems 

that are causing people to report CRN.   

Theoretical Perspective 

Symbolic interactionism, a sociological perspective used to study human behavior, 

is the foundational basis for the method of grounded theory.  To completely understand 

how grounded theory works, one must first understand symbolic interactionism. 

  The term “symbolic interactionism” was created by the sociologist Herbert 

Blumer, and was intended to be used as a way of figuring out how to behave, or in 

essence live, in a particular society.  One must figure this out, but how does one 

approach it?  This perspective is based on three general principles (Blumer, 1969):  
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1. "Human beings act toward things on the basis of the meanings they ascribe to 
those things." 

2. "The meaning of such things is derived from, or arises out of, the social interaction 
that one has with others and the society." 

3. "These meanings are handled in, and modified through, an interpretative process 
used by the person in dealing with the things he/she encounters.” 

In essence, this describes the process in which people figure out what to do, or 

how to act given a certain situation.  Before one knows what to do, one must first figure 

out the norms and rules for behavior given the society in which one lives.  The only way 

to do this is by interacting with other people or other situations, and interpreting the 

meanings that things have through continual iterations.  As an example, imagine being 

dropped off in a place where one does not know anything about the culture, the 

language, or the social norms (for instance, someone from middle-class America being 

sent to an isolated rural village in a third world country).  How would one figure out how 

to behave, or what actions to take?  Following the symbolic interactionist perspective, 

one would begin with relatively straightforward interactions with people, all the while 

interpreting and revising the meanings of everything that is happening to you.  After 

enough revising, one is able to give meaning to things, and one can then act 

appropriately for that culture. 

The use of the symbolic interactionist perspective is therefore useful in situations 

where one is trying to learn more about a group or a social process with which one is 

not familiar.  While the relevant people may not be consciously thinking about the 

meaning they give to things brought about by their process of continual interaction and 

revision, by probing these people in depth, one can hope to learn as much as possible 

about the unknown group or social process. 
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In social research, one is trying to determine why people do things, or why people 

act the way that they do.  The use of the symbolic interactionist perspective to answer 

these questions has certain benefits; by eventually determining the meanings that 

people give to things, one can have a better (but not perfect)  idea of how people act.  

Instead of just relying on past observations (every time “X” has happened, people did 

“Y”), one can learn about the meanings that people gave to “X” to figure out why they 

did “Y,” and hopefully apply this knowledge to similar situations in which one is trying to 

determine human behavior.  A drawback to this method is that it would take a large 

amount of interactions to determine how a society is structured which, from a 

sociological perspective, governs a society’s norms and cultures, and thus how people 

behave.  Nevertheless, the use of the symbolic interactionist perspective can be used to 

determine how people view the society’s norms and cultures, regardless of the 

underlying social structure. 

Grounded theory is in essence the embodiment of the use of the symbolic 

interactionist perspective to answer social research questions, where one is trying to 

figure out why people act as they do.  Data are collected from a group of people that 

one is trying to learn more about, specifically how and why the individuals in this group 

behaved the way that they did.  The data are coded and analyzed to determine the 

meanings that these individuals gave to people and things when responding to a certain 

situation.  More and purposeful data are gathered, coded, analyzed, and constantly 

compared with previous data until one has figured out the rules that governed behavior 

for this group and for a particular situation.  A theory then emerges, grounded from the 

data collected, to explain what caused people to behave in a certain way.   
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In this sense, the grounded theory method can be used anytime one is trying to 

determine how and why people behaved the way they did in a certain situation.  In the 

case of this research, it is an appropriate way to try to figure out how and why people 

responded when faced with a situation in which they report that they did not buy a 

prescription because of cost.  Using the grounded theory approach, one can collect data 

from these individuals and, by figuring out the meanings that they gave to certain things 

(through continuous data collection, coding, and analyzing), learn enough about them 

such that a theory can be devised to explain their behavior.    

Research Purpose 

The problem of cost-related medication nonadherence (CRN) has been shown to 

affect a significant percentage of the population (approximately 20%), and can lead to 

dire health and economic consequences.  CRN can lead to poorer health outcomes 

(especially in the case of chronic diseases), and may force people to develop coping 

strategies such as forgoing paying for other necessities (such as food or heat) in order 

to pay for medications.  Given that health care expenditures in general and costs for 

prescription drugs are both increasing, and that there is not a mandated safety net for 

those facing cost pressures, the number of people who are cutting back on medications 

because of cost is not likely to decrease in the near future. 

The current research into medication affordability differentiates people into one of 

two categories, either reporting or not reporting CRN.   There has been much research 

performed regarding the prevalence of CRN, and factors associated with CRN, but 

there is not currently a way to determine what factors are most important to people 

when deciding to fill or not fill a prescription.  It may seem obvious that the easiest way 

to reduce CRN would be to reduce medication prices; however, given that people with 
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relatively high incomes report CRN, and people who already have medication choose 

not to take it for various reasons, other factors besides cost may be having a major 

impact.  Essentially, we do not know what the true nature of the problem is for those 

who report CRN, and whether it is just an issue of access, or if other factors (such as 

ones that affect utilization in a broader sense) come into play.  The main purpose of this 

project is to gain better understanding of what people are experiencing in situations in 

which they would report CRN. 

This research needs to be done because we do not really understand all relevant 

aspects of the problem when people report CRN.  Undoubtedly, some of the people 

who report CRN are people who need the medication, want to take it, yet cannot afford 

it.  These people need to be correctly identified, and programs need to be put in place to 

assist them in the most efficient way possible.  Without performing this study and getting 

a much better idea of all of the factors that people take into consideration when 

purchasing medication, it will be impossible to differentiate people with “true” 

affordability problems as compared to the rest who are reporting CRN but are taking 

other factors into consideration as well when making the decision to purchase or not 

purchase a prescribed medication. 

What can be done to help the rest of this sub-population that is reporting CRN?  

Right now, we do not understand all of the components affecting why they are reporting 

CRN, and thus we do not know if they need financial help at all.  For example, we may 

find a subset of people with good insurance coverage who believe that a $10 copay is 

too much to pay for any kind of medication, regardless of benefits it could provide.  This 

person would report CRN, but reducing the cost to $5 may not change this person’s 
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attitudes towards the benefit of medication.  Does this person even exist right now?  

Unless we embark on this or a similar type of research project, we will not attain greater 

understanding. 

For those who are currently reporting CRN, there can be a wide variety of 

circumstances that affect their decision-making.  Until we can identify all of the factors 

involved in CRN, determine their relative importance, and come up with a way to 

differentiate all of the different types of people that require different solutions to ensure 

that they do not experience CRN, then we really cannot solve the general problem of 

CRN.   

Research Questions 

1. When people report not purchasing medication because of cost, what do they 
mean? 

2. What differentiates instances where the same individuals purchase some 
prescribed medications and instances where they don’t purchase other 
medications because of cost? 

Significance for Pharmacy 

Right now, many people report that they do not have access to essential 

medications because of cost.  We know this based on population-based surveys that 

ask a simple, dichotomous question regarding underuse of medication because of cost.  

Media reports of Americans going without prescriptions because of cost have become 

commonplace (Felland & Reschovsky, 2009).   Costs are going up, and people are 

reporting that cost is a problem.  Currently, the problem exists and will seemingly get 

worse over time.  Without a clear understanding of the possibly multiple causal factors 

involved when persons report CRN, it will be difficult to design effective, targeted 

interventions to help those in need.    
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Until one understands the various dimensions of the problem, it is going to be 

difficult to solve it.  Many people are reporting CRN, yet evidence from the literature 

suggests that other factors may be involved that are affecting people’s decision-making 

process when it comes to purchasing/using medications.  What is the relative 

importance of these other factors for people who report CRN?  Do these other factors 

overshadow factors related solely to cost?  For those people for whom other factors 

(besides just cost) are important, what kind of policy or program can be designed to 

help them?  Do they really have a problem that can be solved?   Without this kind of 

information, it is going to be difficult to identify and help the people that really need 

financial assistance.   

This study provided a means of addressing the questions posed above.  By talking 

to people in detail about experiences for which they reported CRN (especially compared 

to experiences when they did NOT report CRN and purchased a prescribed 

medication), valuable insight was gained into a variety of factors that went into the 

medication-acquisition decision-making process.  Identification of these factors, and 

hopefully the inter-relationships between them will be useful in clarifying what the exact 

problems are as well as describing how to identify people with these problems and what 

can be done to help various people.  Without this knowledge, it is difficult to see how 

progress will be made in helping people access necessary medication.   The generic 

solution of simply reducing drug prices may not provide a comprehensive solution. 

Underlying all of this is the implicit assumption that we, as a society and as a 

profession of pharmacy, want to work in a positive way for people to improve their 
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access to necessary medication.  If this assumption is true, then performing this study 

was a preliminary step in knowing what actions to take in achieving this goal.    

 



 

CHAPTER 2 
LITERATURE REVIEW 

 This literature review is comprised of four major sections.  The first section deals 

with the current state of CRN; it is intended to show that the extent and severity of CRN 

constitutes a major problem that needs to be addressed.  The second section discusses 

how current researchers have tried to identify and characterize the population that is 

reporting CRN.  This is important to know as it represents an attempt to describe the 

characteristics of this sub-population. The third section discusses existing concepts that 

have been shown to be related to CRN.  Knowledge of these concepts will serve as a 

foundation from which the eventual theory will be built.  The fourth section examines the 

use of grounded theory in medical research, and concentrates on similar research 

concerning drug use decision-making that has been performed.  This will provide 

support for the use of grounded theory in addressing the research questions in this 

investigation, and the methodological approaches used. 

Current State of CRN in the United States 

Prevalence Estimates  

A significant percentage of the population reports CRN (Piette et al., 2004a; Piette 

et al., 2004b; Heisler et al., 2004a; Piette et al., 2004c; Safran et al., 2002; Steinman et 

al., 2001; Piette et al., 2006b; Kennedy & Erb, 2002; Reed & Hargraves, 2003;  

Kennedy et al., 2004; Kennedy & Morgan, 2006).  While the exact definition of CRN and 

the target populations differ between the different researchers, an overall estimate of 

the percent of the general population reporting cost as a problem for accessing and 

using prescription medication is around 20%.  Table 2-1 summarizes the percentages, 

populations, and definitions for CRN used by different researchers.  While some of 
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these prevalence estimates include those over 65 (whose cost problems have 

subsequently been improved by Medicare Part D), the estimates still serve the purpose 

of giving one a general idea of the prevalence of CRN. 

 While there is a wide variety in the prevalence estimates and populations 

considered in each study, CRN appears to affect approximately 20% of the overall 

population, which is a sizeable percent of the U.S. population. 

Consequences of CRN 

Consequences of CRN can be roughly categorized into two general categories: 

health related and economic.  Many of the health-related consequences can be thought 

of as being a subset of general adherence-related consequences (which will not be 

discussed in depth here), but some researchers have focused on health-related 

consequences specific to medication underuse because of cost.   

In a longitudinal analysis using individuals’ own reports of their medication use, 

Heisler et al. (2004b) report that, for those who restricted medication use because of 

cost compared to those who did not, there was a significant decline in self-reported 

health status (adjusted odds ratio 1.76, 95%CI 1.27-2.44), there were higher rates of 

angina for those with cardiovascular disease (AOR 1.50, 95% CI 1.09-2.07), and there 

were higher rates of strokes or non-fatal heart attacks (AOR 1.51, 95% CI 1.02-2.25).  

In a sample of poor and elderly persons whose use of essential drugs decreased by 9% 

(elderly) and 14% (poor) because of larger out-of-pocket costs, serious adverse events 

and emergency department visits associated with reduction in the use of essential drugs 

both increased (Tamblyn et al.,2001).  Adverse events associated with reduced use of 

essential drugs increased from 5.8 to 12.6 in the elderly cohort (net increase of 6.8, 

95% CI 5.6-8.0), and from 14.7 to 27.6 in the poor cohort (net increase of 12.9, 95% CI 
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10.2-15.5).  Emergency department visits per 10,000 person-months increased by 14.2 

in the elderly cohort (95% CI 8.5-19.9) and by 54.2 in the poor cohort (CI 33.5-74.8).  In 

a study of elderly Medicaid patients in New Hampshire where drug use declined by 35% 

because of increased cost-sharing payments due to a cap of reimbursable medications 

a patient can receive, rates of admission to nursing homes increased (RR to control 

group =1.8, 95% CI 1.2-2.6) (Soumerai et al., 1991).  In adults with a disability who 

reduced medication use due to cost, 52.5% reported a health problem due to 

medication noncompliance, including having pain or discomfort, experiencing a 

worsening of a condition for which medicine was prescribed, experiencing a negative 

change in vital signs, having to go the doctor or emergency room, or having to be 

admitted to the hospital (Kennedy & Erb, 2002).  Given that the consequences of 

medication underuse for whatever reason are widely known, none of these results 

should be surprising. 

There are also economic consequences related to responding to medication costs 

by shifting or not spending the same money elsewhere.  Several researchers have 

examined coping strategies specific to responding to medication cost pressures.  Piette 

et al. (2004b) report that in a population of elderly diabetic patients faced with 

medication costs more than they could afford, 28% spent less on basic needs (such as 

food or heat), 14% increased debt, 10% borrowed money from a family member or 

friend, and 36% reported using at least one of the three coping strategies.  In adults 

taking prescription medications for one of five chronic diseases and faced with high 

costs, 22% cut back on necessities, 16% increased debt, and 31% used at least one 

coping strategy (Heisler et al., 2004a).  In a probability sample of noninstitutionalized 
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Medicare beneficiaries age 65 and older, 10% with coverage and 20% without coverage 

reported spending less on basic needs in order to pay for prescription medication. 

(Safran et al., 2002) 

In summary, for this roughly 20% of the population that are reporting CRN, there 

are severe health-related and economic outcomes.  Although it is beyond the scope of 

this study, it seems logical to conclude that the economic consequences, for instance 

cutting back on other necessities, would eventually manifest in worse health outcomes.  

Therefore, the total economic and health-related consequences of forgoing proper 

medication use because of cost are likely to be even greater than what has previously 

been reported.  

Identification and Characterization of Those Reporting CRN 

As was summarized in Table 2-1, most of the research done in this area has relied 

on one simple dichotomous question to determine the prevalence of medication 

underuse due to cost: “Have you taken less medication than prescribed because of the 

cost in the last year?”  Sometimes a similar variant is used such as “Did you not fill a 

prescription due to cost at least once in the last year?”  While this single question is able 

to generally identify those with the problem of interest, it does not shed much light on 

the various characteristics of this population.   

In order to learn more about the characteristics of this sub-population as compared 

to the general population, researchers have used two basic approaches.  The first is to 

identify demographic and health-related factors that are associated with greater 

probabilities of reporting underuse of medication because of cost, taken from these 

large-scale surveys.  These factors are summarized in Table 2-2. 
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The table indicates that various demographic characteristics have been identified 

that influence the likelihood that someone will report CRN.  While most of these seem 

relatively obvious (lower income, no insurance or drug coverage, higher OOP costs, 

higher number of medications, worse health), identification of these characteristics is 

only able to give one a general population-based view of the characteristics of people 

who are reporting CRN.  Unfortunately, knowledge of just these factors is not enough to 

clearly understand the problem that people are having in paying for medication.  Missing 

is the understanding of psychosocial variables and other factors that may affect one’s 

decision to not obtain a medication.  In addition, we do not understand the relative 

importance of the factors that people take into consideration when making decisions 

about purchasing prescriptions. 

The second approach used to help gain a better understanding of this sub-

population, has been by asking about more specific behaviors related to underusing 

medication because of cost.  Most of these additional behaviors are specific variants to 

the original underuse question; others refer to coping strategies used in response to 

financial pressures.  Examples of these are summarized in Table 2-3. 

 From the information in Tables 2-2 and 2-3, one is able to gain insight on some 

of the characteristics of this sub-population.  Most of the results make sense; for 

example, those with lower incomes or no insurance have a higher likelihood of reporting 

underuse of medication because of cost.  Others reveal a more detailed insight, such as 

how the rates of reporting underuse change depending on the disease state, or whether 

the medication is pain-relieving vs. preventive.  Additionally, the literature shows the 

extent of many coping strategies that people use as a result of concerns about paying 
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for medication.  The strategies that people were found to use in a number of studies 

included reducing the dose of medication taken (e.g. delaying refills, skipping doses), 

spending less on other basic needs, borrowing money from friends and family, and 

using complementary or alternative medicines instead of a prescribed medication. 

Concepts that have been Related to CRN 

Even though the grounded theory approach, specified by Strauss & Corbin (1998) 

(outlined in the next chapter) in which the theory is discovered only from the data 

collected, will be used, it still makes sense to examine the relevant literature to 

determine what concepts have been shown to be important in previous research in the 

topic area.  As Strauss & Corbin state, “Concepts derived from the literature can provide 

a source for making comparisons to data at the dimensional level.” (1998, p.49)  In this 

fashion, when collecting data, the investigator can be cognizant of these concepts so he 

can compare and contrast what he is discovering with what has already been described. 

Piette et al. 2006 

 One of the main researchers examining cost-related non-adherence, John Piette 

of the University of Michigan, has attempted to create a conceptual framework outlining 

all of the factors and their inter-relationships that affect medication underuse because of 

cost.  All of the demographic and health-related factors mentioned above are contained 

in this framework in the following categories: financial pressures, patient characteristics, 

drug characteristics, and diagnostic characteristics.  The framework also includes 

additional categories such as regimen complexity, clinician factors, and health system 

factors.  This framework is shown in Figure 2-1. 

 The factors identified in the framework are grouped into different factors, such as 

“clinician factors” or “Rx characteristics,” and represent Piette et al.’s initial attempt to 
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categorize and make sense of how all of the different kind of factors are related.  For 

example, “prescriber incentives” could have an effect on a clinician’s “therapeutic 

choice,” which could therefore affect whether or not the patient is able to purchase a 

prescription.   

In doing a literature search of studies which have referenced this article (thus 

would indicate that this framework is being used to conduct research), no studies were 

found that tried to use this framework to predict reporting CRN.  This leads one to 

question its utility as a framework to guide further research or as a guide for making 

positive changes in helping to design interventions that would ultimately reduce CRN.  

Therefore, while this framework does a good job of identifying all of the factors that have 

been associated with whether or not someone reports CRN, one still needs further 

information to determine the relative importance of these factors, and thus to more fully 

understand the nature of the problem when people report CRN.   

Andersen & Aday’s Behavioral Model of Health Services Use, Phase 5 (Andersen 
& Davidson, 2007) 

 The Behavioral Model of Health Services Use, over the years, has attempted to 

describe how people utilize health care services.  The model includes factors that affect 

whether or not people can access health care services, and factors that affect whether 

or not people utilize health care services;  what they term “potential access” and 

“realized access“.  Although they do not explicitly try to determine factors that would 

lead one to report CRN (as Piette et al. 1996 attempt to do), the model does identify 

characteristics that would influence one’s potential access to medication.  The 

framework is shown in Figure 2-2. 
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The three main categories of factors have been defined as predisposing (basic 

demographics, individual beliefs, etc), enabling (income, insurance, etc.), and need 

(perceived need for services).  As the model has evolved, it has expanded to look at 

these factors not only from an individual perspective, but also to look at the context 

(health system, national health policy) in which an individual operates.  

 Researchers have used this model to describe how access to medication affects 

utilization, more than how the different factors could affect access to medication in itself.  

In other words, the factors that could affect access (mostly the enabling ones such as 

income and usual source of care) are in effect used as proxies as to whether or not one 

has access to medication.  Thus, having insurance (for example) is taken as a proxy for 

“having access to medication.”  For example, Smith and Kirking, (1999) in their study of 

determinants of utilization of HIV drugs, use income, insurance status, and usual source 

of care as independent variables to help explain resultant utilization.  In one study 

examining who used anti-hypertensive drugs in an insured population, Stockwell, 

Madhavan, Cohen, Gibson, & Alderman (1994) use the number of physician visits as a 

proxy for having access to the medication.  In another study examining drug use among 

the community-dwelling elderly (Fillenbaum et al., 1993), insurance status and 

adequacy of income are proxies used for having access to the said drugs.  In another 

study examining drug use among caregivers of veterans (Sleath, Thorpe, Landerman, 

Doyle, & Clipp, 2004), perceived financial adequacy and prescription drug insurance 

were used as proxies for having access to the drugs.   There does not seem to be much 

research on whether or not variables from the Behavioral Model, which are used as 

proxies for access, really do lead to true access at the individual patient level.  
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 It seems as though many of these factors could affect whether or not someone 

reports CRN.  A predisposing factor such as one’s health belief could affect the value 

that one associates with purchasing and using a prescribed drug.  Besides income, 

health insurance coverage and the health system in which patients participate will 

undoubtedly influence how much they will be required to pay for their medication.  In 

summary, this model of health system access contains many factors that would 

probably be applicable to this study which examines factors that affect reporting CRN.   

But currently, even though the model attempts to combine the stages of access and 

utilization into one framework, no delineation is made regarding which factors influence 

access and which factors influence other aspects of utilization; studies using this model 

simply use “having insurance” as a proxy for having access. 

Other Concepts from the Health Behavior Literature 

 Different health behavior theories have been proposed which try to explain why 

people engage or don’t engage in health behaviors, implicitly assuming that access to 

the service is available (Munro, Lewin, Swart, & Volmink, 2007).  Each of these different 

theories identifies various factors that have been shown to be important in affecting 

one’s health behavior.   As was postulated in Chapter 1, some of these factors could be 

influencing whether or not a person purchases a prescription, even if the person is 

reporting that they are not purchasing the prescription because of cost. Each of these 

factors has been shown to affect one’s health behavior; since cost-related 

nonadherence (CRN) could be considered as a health behavior, each of these factors 

could have an influence on this particular behavior.  It therefore made sense to look for 

these various factors when collecting data and creating the new framework. 
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To identify which constructs to specifically elicit information about, a review of 

health behavior theories (Munro et al., 2007) was consulted, which identified nine major 

theories and reviewed the evidence supporting each one.  Each of these theories was 

then examined for relevant constructs; relevancy was determined based on previous 

knowledge of the literature regarding CRN (cost-related medication non-adherence) and 

adherence.  In other words, relevant constructs were those which were hypothesized to 

possibly play a part in people’s decision-making in whether or not to purchase a 

prescription; not all constructs were considered.  Once these constructs were chosen, 

questions regarding them were included in the interview guide.  The purpose of asking 

open-ended questions to elicit information on these constructs was not to obtain the 

precise level of a defined construct, rather, it was to get a general idea of whether  

people took these factors into consideration when making their decision on whether or 

not to purchase a prescription.  A description of each of the theories used and the 

constructs chosen from each follows. 

Health Belief Model (Rosenstock, 1966; Janz & Becker, 1984)  

The original Health Belief Model (Rosenstock, 1966) was based on patient’s levels 

of the following four core items: perceived susceptibility in getting the disease, 

perceived severity of the disease, perceived benefits of enacting the health behavior, 

and perceived barriers to enacting the health behavior.  Several other factors have been 

added, but the general idea is that people weigh these four factors when determining 

whether or not they engage in a health behavior. 

Some of the concepts represented by the constructs might be coming into play for 

people when deciding whether or not to pay for a prescription.  People may consider the 

perceived benefits of a drug when deciding whether or not to purchase it.  Similarly, 
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people may perceive that barriers exist that would not let them purchase the 

prescription.  How people perceive the severity of the disease and the consequences of 

not taking the medication may also contribute to people’s decision-making process.  

Therefore, questions regarding the general concepts represented by these constructs 

were included on the interview guide. 

Social Cognitive Theory (Bandura, 1986) 

The concept of outcome expectations, roughly defined as “anticipatory outcomes 

of a behavior” (Glanz, Lewis, & Rimer, 1997) seemed to be relevant for this study.  It 

seems that people need to believe that doing something such as purchasing a 

prescription, would result in a positive outcome.  In an article summarizing common 

constructs from a variety of theories, Bandura (2004) asserts that the constructs of 

susceptibility, severity, and benefits from the Health Belief Model are, in fact, outcome 

expectations.  Perceived susceptibility and severity are the negative outcomes expected 

if one does not adhere to treatment recommendations and perceived benefits are the 

positive outcome expectations.  Since the outcome expectations construct seems to 

cross many different health behavior theories, subjects were asked what they believed 

would happen if they did not take the specific medications they had been prescribed 

that they reported not obtaining because of cost. 

Summary 

In summary, many different theories have been developed to try to explain and 

predict health behavior.  However, in terms of medication taking behavior, none of them 

distinguish between the two distinct stages of access and utilization; they all seem to 

focus of factors that relate to utilization given that access already exists.  Still, there 

could be factors that affect utilization that are also affecting access.  For this reason, 

35 



 

relevant concepts from different health behavior models were included in the interview 

guide, to determine if they had any part in determining whether or not someone 

purchased a prescription. 

Using Grounded Theory in Drug Use Research 

 Grounded Theory was developed in the 1960’s by two sociologists at the 

University of California at San Francisco who were performing research on the dying 

process.  The novel concept was that the theory constructed to describe whatever 

process or situation studied should be “grounded” in the data that are collected.  Their 

research led to two classic books using the Grounded Theory approach as well as a 

book describing the methodology, The Discovery of Grounded Theory (Glaser & 

Strauss, 1967). 

 As discussed in Chapter 1, the underlying foundation of Grounded Theory is the 

perspective of Symbolic Interactionism, coined by Herbert Blumer (1969), which 

generally states that meanings for how people act are derived from social interaction, 

including the meaning that people give to other’s symbols and actions.  This discovery 

of how and why people act can form the basis of a theory for a particular process, if one 

employs the general Grounded Theory approach.    

In order to ensure that a grounded theory approach could be used to answer my 

research questions, similar research that has been performed regarding patients and 

the factors that came into play for different types of drug use behaviors (mostly in the 

adherence realm) was reviewed.  In examining this research, methodological decisions 

that had been made were highlighted to determine what approaches worked well or not 

well, and thus could help me make the most appropriate decisions on similar 

methodological issues. 
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 The following studies identified in Table 2-4 were identified with a PubMed 

search of the terms “grounded theory” AND “drug use.”   Studies that were most 

applicable to this investigation were reviewed.  These included research where the 

authors stated that a grounded theory approach had been used, that they were trying to 

determine how patients made decisions regarding a drug use behavior, that the data 

collection consisted solely of patient interviews, and that the studies took place in either 

North America or Western Europe.  The eight studies listed in the table are not intended 

to represent all that are available, but do help determine whether or not grounded theory 

would be useful in answering the research questions in this investigation and also would 

help in making methodological decisions for this study. 

 Table 2-4 summarizes the methodological choices and results achieved by each 

of the eight studies.  “Saturation?” refers to whether or not the authors reported that 

they had reached saturation, defined by Glaser & Strauss (1967).  “Wait to start 

coding?” refers to whether or not the researchers reported that they waited to begin 

coding until they had done a certain number of interviews, or if they started the coding 

process immediately.  “Theoretical sampling?” refers to whether or not the authors 

changed their sampling strategy to a more purposeful one as interviews went on, in 

order to continue with the constant comparison necessary to generate a true grounded 

theory.  “Modified interview guide?” refers to whether or not the researchers modified 

their interview guide as time went on, or if the interview guide remained constant 

throughout. 

 The first thing that is evident from the review is that either a set of major themes 

or a preliminary framework was able to be established by each study.  It does give 
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evidence that using a grounded theory approach can lead to discovering major themes 

of how patients make drug-use decisions, something that I am attempting to do with this 

study.  Following a grounded theory approach should therefore be able to generate at 

least major themes if not a preliminary framework to help answer my research 

questions. 

 Many of the other observations are methodological.  The first observation centers 

on the idea of saturation and the resultant sample size.  In qualitative studies, a priori 

sample size is impossible to determine, since one is not testing a hypothesis using 

inferential statistics.  Rather, the concept of “saturation” is used, originally defined by 

Glaser and Strauss (1967, p.61) as “that no additional data are being found whereby the 

sociologist can develop properties of the category.”  The first five studies in the table 

(Bower et al., 2006; Dolovich et al., 2008; Bajcar, 2006; Stack et al., 2008; Viswanathan 

& Lambert, 2005) were familiar with the concept of saturation when embarking on data 

collection, and determined after <20 interviews that they were not discovering any 

additional major themes, thus they stopped collecting data and decided that saturation 

had been reached.  The sample sizes in these five studies is comparable to that 

determined in a study of saturation performed by Guest, Bunce, & Johnson (2006), 

where they determined after re-analyzing their 60 interviews that they had reached 

saturation in 18 interviews, if not 12.  Conversely, the final three studies (Carder et al., 

2003; Dowell & Hudson, 1997; McCorry et al., 2009) all collected data on a certain 

number of interviews without considering whether or not they had reached saturation.  

In the McCorry et al. (2009) study, they determined afterward that saturation had been 

reached before the last 10 interviews were performed.   

38 



 

 Another methodological observation centers on the use of theoretical sampling, 

defined by Glaser and Strauss (1967, p.45) as “the process of data collection for 

generating theory whereby the analyst jointly collects, codes, and analyzes his data and 

decides what data to collect next and where to find them, in order to develop his theory 

as it emerges.  This process of data collection is controlled by the emerging theory.”  

Three studies in the table (Dolovich et al., 2008; Bajcar, 2006; Viswanathan & Lambert, 

2005) all reported using this process, in which the nature of sampling is dictated by the 

data one wants to collect.  In this way, the people that they interviewed in later stages 

were sampled in order to further clarify or refine a theme or framework that was 

emerging.  In the other studies , (Bower et al., 2006; Stack et al., 2008; Carder et al., 

2003; Dowell & Hudson, 1997; McCorry et al., 2009) they selected a pool of 

interviewees that fit their eligibility criteria and started interviewing them in some order, 

with no mention of a purposeful sampling to clarify themes.   Finally, there is the 

question of when to begin analyzing the data.  It would seem that in using the approach 

spelled out by Glaser and Strauss (1967), one would start analyzing the data beginning 

with the first observation, as this would begin to identify any major themes, and may 

lead to any different sampling strategies for future data collection.  The downside to 

using this approach is that the first handful of data observation may be too influential in 

shaping the eventual theory.  Table 2-4 indicates that only one study (McCorry et al., 

2009) mentioned waiting to begin coding and analysis, and there is no indication that 

they did this in order not to be too heavily influenced by the first few interviews.  They 

state that each of the three authors started coding five interviews each, which indicates 

that they collected most of their data before starting any kind of analysis.  Based on this 
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small sample, it does not seem as though there is any evidence that researchers, when 

using the grounded theory approach, wait before analyzing data.  It seems as though if 

one follows the process and codes accurately, the threat of the first few interviews 

steering one in the wrong direction is minimized. 

Summary 

In summary, there is still much that needs to be learned about the population 

reporting CRN, and the factors they take into consideration when deciding whether or 

not to fill a prescription.  Based on national surveys, CRN is a condition that affects 

roughly 20% of Americans, and results in adverse health outcomes.  Much of the 

research that has been performed has sought to determine the demographic 

characteristics and other behaviors that are associated with reporting CRN.  While 

these do give some insight, it does not give one enough information to design targeted 

interventions to help these people access their medication.  In addition, concepts from 

other frameworks used to explain health behavior may also be related to reporting CRN, 

so these concepts should be explored in the data-gathering process.   

The use of grounded theory has been shown to be effective in doing research 

regarding factors that influence the taking of medication; essentially a question of why 

did people behaved the way they did.  This research attempted to address a similar 

human behavior problem using grounded theory, but instead of examining utilization of 

medication, it dealt with discovering the factors that influenced whether or not someone 

purchased a medication.  The following chapter will highlight how grounded theory was 

used to do this. 

 

40 



 

Table 2-1. Estimates of CRN by different researchers  
Source Percentage Population Definition of CRN 

Piette et 
al. 2004a 

18% Nationwide panel of adults >50 Taken less medication than 
prescribed because of the 
cost in the last year 

Piette et 
al. 2004b 

19% Nationwide panel of adults >50 
taking medication for diabetes, 
depression, heart problems, 
hypertension, or high 
cholesterol 

Taken less medication than 
prescribed because of the 
cost in the last year 

Heisler et 
al. 2004a 

18% Nationwide panel of adults >50 
taking medication for diabetes, 
depression, heart problems, 
hypertension, or high 
cholesterol 

Taken less medication than 
prescribed because of the 
cost in the last year 

Piette et 
al. 2004c 

11.9% VA patients 
24.8% Medicaid, 

non VA 
15.2% private 

22.0% Medicare 
34.6% uninsured 

Nationwide panel of adults >50 
taking medication for diabetes, 
depression, heart problems, 
hypertension, or high 
cholesterol 

Taken less medication than 
prescribed because of the 
cost in the last year 

Safran et 
al. 2002 

11% with 
coverage 

25% without 
coverage 

10% probability sample from 
CMS records of eight states 
was surveyed 

Didn’t fill prescription due to 
cost at least once in the last 
year 

Steinman 
et al. 2001 

2% with coverage 
3% with partial 

coverage 
8% with no 
coverage 

Nationally representative 
sample of adults >70 from 
survey of Asset and Health 
Dynamics Among the Oldest 
Old (AHEAD) 

Taken less medication than 
prescribed because of the 
cost 

Piette et 
al. 2006b 

23% Nationwide panel of adults >50 
taking medication for diabetes, 
depression, heart problems, 
hypertension, or high 
cholesterol 

Taken less medication than 
prescribed because of the 
cost in the last year 

Kennedy & 
Erb 2002 

33.9% National sample of adults with 
disabilities Disability Follow-
Back Survey (DFS)  
supplement of the National 
Health Interview Survey (NHIS) 

Any of the following, 
because of cost: 
Did not refill when ran out 
Used less often than 
prescribed 
Did not get when first 
prescribed 
Did not get entire 
prescription 
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Table 2-1. Continued 
Source Percentage Population Definition of CRN 

Reed & 
Hargraves 
2003 

7.3% private 
insurance 

22.8% public 
insurance 
30.7% no 
insurance 

A nationally representative 
telephone survey of the civilian, 
noninstitutionalized population 
aged 18-64, supplemented by 
in-person interviews of 
households without telephones 

Did not purchase at least 
one prescription drug 
because of cost in 2001 

Soumerai 
et al. 2006 

29% disabled 
aged 55-64 

13% aged >65 

National sample of 
noninstitutionalized Medicare 
enrollees 

Did not obtain 1 or more 
medicines prescribed in the 
current year because it was 
too expensive 

Kennedy 
et al. 2004 

5.9% Panel of US households 
(NHIS) 

Did not get prescription 
medication in the last year 
because they could not 
afford it 

Kennedy & 
Morgan 
2006 

9.9% Household phone survey Did not obtain a prescribed 
medication due to cost 

 
Table 2-2. Factors associated with greater likelihood of reporting CRN 

Source Demographic or health-related factors  
Piette et al. 2004a Age 50-54 

Lower income 
Higher monthly OOP costs 
No prescription drug coverage 
Conditions (asthma, heart failure, depression, high blood 
pressure, high cholesterol, diabetes) 

Piette et al. 2004b Female 
Younger 
Higher number of medications 
Higher monthly OOP costs 
Diabetes 

Heisler et al. 2004a Female 
Younger 
Lower income 
Higher monthly OOP costs 

Piette & Heisler 2004c Medicare, Medicaid, no insurance (compared with VA patients) 
Safran et al. 2002 Poverty 

Chronic condition 
No prescription drug coverage 

Steinman et al. 2001 No prescription drug coverage 
Lower income 
Higher monthly OOP costs 
Lower self-rated health 
More co-morbid conditions 

Piette et al. 2006b Use of symptom relief medications(compared with preventive 
medications) 
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Table 2-2 Continued  
Source Demographic or health-related factors  

Kennedy & Erb 2002 Younger 
Hispanic 
Lower income 
Uninsured 
More severe disability 
Higher number of prescriptions 

Reed & Hargraves 
2003 

Non-white 
More chronic conditions 
No insurance or public insurance 

Soumerai et al. 2006 Worse health 
More comorbidities 
No drug coverage 

Kennedy et al. 2004 Age (18-64) 
Female 
African-American 
Lower income 
No insurance or public insurance 

 
Table 2-3. Questions to determine cost-related medication underuse and additional 

questions used by different researchers 
Source Main definition of CRN Other items asked about by specific 

questions 
Additional 
features 

Piette et 
al. 2004a 

Taken less medication 
than prescribed 
because of the cost in 
the last year 

Took fewer pills or a smaller dose 
Did not fill a prescription at all 
Put off or postponed getting a 
prescription filled 
Used herbal medicines or vitamins 
when felt sick rather than take 
prescription medication 
Took medication less frequently than 
recommended to stretch out the time 
before getting a refill 

By different 
conditions 
Frequency 
(last month, 
last 12 
months) 

Piette et 
al. 2004b 

Taken less medication 
than prescribed 
because of the cost in 
the last year 

 For diabetes 
only 
Frequency 
(last month, 
last 12 
months) 

Heisler et 
al. 2004a 

Taken less medication 
than prescribed 
because of the cost in 
the last year 

Spent less on basic needs such as 
food or heat to pay medication costs 
Borrowed money from family or friends 
to pay medication costs 
Increased credit card debt to pay for 
medications 

By different 
medications 
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Table 2-3. Continued 
Source Main definition of CRN Other items asked about by specific 

questions 
Additional 
features 

Piette et 
al. 2004c 

Taken less medication 
than prescribed 
because of the cost in 
the last year 

Took fewer pills or a smaller dose 
Did not fill a prescription at all 
Put off or postponed getting a 
prescription filled 
Used herbal medicines or vitamins 
when felt sick rater that take 
prescription medication 
Took medication less frequently than 
recommended to stretch out the time 
before getting a refill 
Spent less on basic needs such as 
food or heat to pay medication costs 
Borrowed money from family or friends 
to pay medication costs 
Increased credit card debt to pay for 
medications 
Worried about how to pay for 
medications at least once per month 

By different 
conditions 
Frequency 
(last month, 
last 12 
months) 

Safran et 
al. 2002 

Didn’t fill prescription 
due to cost at least once 
in the last year 

Skipped doses to make prescription 
last longer 
Spent less on basic needs such as 
food or heat to pay medication costs 

Frequency 
(one or more 
times, three or 
more times) 

Piette et 
al. 2006b 

Taken less medication 
than prescribed 
because of the cost in 
the last year 

 By condition  
Preventive vs. 
symptom relief 

Kennedy 
& Erb 
2002 

Any of the following, 
because of cost: 
Did not refill when ran 
out 
Use less often than 
prescribed 
Did not get when first 
prescribed 
Did not get entire 
prescription 

  

Reed & 
Hargraves 
2003 

Did not purchase at 
least one prescription 
drug because of cost in 
2001 

  

Soumerai 
et al. 
2006 

Did not obtain 1 or more 
medicines prescribed in 
the current year 
because it was too 
expensive 

Skipped doses to make the medicine 
last longer 
Took less medicine to make the 
medicine last longer 
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Table 2-3. Continued 
Source Main definition of CRN Other items asked about by specific 

questions 
Additional 
features 

Kennedy 
et al. 
2004 

Did not get prescription 
medication in the last 
year because they could 
not afford it 

  

Kennedy 
& Morgan 
2006 

Did not obtain a 
prescribed medication 
due to cost 

  

 
Table 2-4. Characteristics of studies using grounded theory 

Study General topic End 
product 

Sample 
size 

Saturation? Theoretical 
sampling? 

Wait to 
start 

coding? 
Bower, Frail, 
Twohig, & 
Putnam 
(2006) 

Choosing 
osteoarthritis 
medication 

4 main 
themes  

16 Yes, as 
decided by 
researchers 

No No 

Dolovich et 
al. (2008) 

Taking 
medication 

Conceptual 
model 

18 Yes, as 
decided by 
researchers 

They report 
they did, 

but unclear 

No 

Bajcar (2006) Taking 
medication 

Model with 
4 
categories 

10 Yes, in core 
category 

Yes No 

Stack, Elliot, 
Noyce, & 
Bundy (2008) 

Taking 
medication 
with diabetes 
and 
cardiovascular 
disease 

Set of 
themes 

19 Yes, as 
decided by 
researchers 

No No 

Viswanathan 
& Lambert 
(2005) 

Taking anti-
hypertensive 
medication 

Conceptual 
model 

20 Yes, as 
decided by 
researchers 

Yes No 

Carder, 
Vuckovic, & 
Green (2003) 

Long-term 
medication use 

Set of 
themes 

83 No No No 

Dowell & 
Hudson 
(1997) 

Taking 
medication 

Conceptual 
model 

50 No No No 

McCorry, 
Marson, & 
Jacoby 
(2009) 

Taking 
antiepileptic 
medication 

5 major 
themes 

47 Yes, found 
nothing new 
in last 10 
interviews 

No Waited 
until 15 

interview
s were 

complete 
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Figure 2-1. Conceptual framework of factors affecting cost-related medication underuse 
(Piette et al., 2006a) 

 

Figure 2-2. Andersen and Aday’s Behavioral Model of Health Systems Use, Phase 5 
(Andersen & Davidson, 2007) 



 

CHAPTER 3 
METHODS 

This chapter discusses the methodology behind the grounded theory approach 

that was used to answer the following research questions: 

1. When people report not purchasing medication because of cost, what do they 
mean? 

2. What differentiates instances where people purchase medication and when they 
don’t? 

As mentioned in Chapter 1, a grounded theory approach was used to answer 

these research questions.   Grounded theory is a qualitative research methodology that 

is defined as the “discovery of theory from data,” (Glaser & Strauss, 1967, p1) and is 

used in situations where one wants to gain insight on why a particular process is 

happening, and what factors are causing things to happen.  

 Grounded theory and its methodology were based on the ideas set forth by 

Glaser and Strauss in their seminal work “The Discovery of Grounded Theory” (1967) 

and on related works by these founding authors.  As time has progressed, the optimal 

process of doing grounded theory building has been divided into two camps as 

represented by each of the two founding authors.  While there is substantial agreement 

on many of the major points, they do represent two different approaches to conducting 

the research; thus one must decide which of the two to ultimately follow.  The main 

difference between the two camps is how much knowledge a researcher should have 

before embarking on the project.  Should the researcher try and enter the specific 

situation with as little knowledge as possible, so as to not introduce bias based on a 

priori concepts and frameworks, so the new theory can truly “emerge?”  Or should one 

have extensive knowledge of the situation beforehand and use this knowledge to initially 
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make sense of the data, but then be open enough to realize when new categories 

emerge so that a new theory is not “forced” into a pre-existing one, but rather can be 

discovered based on the data?  The first approach is the one advocated by Glaser 

(1978), while the second one is the approach advocated by Strauss (1987) and later by 

Strauss and Corbin (1990 & 1998).  The Strauss & Corbin approach was followed in this 

study, with the understanding that the general principles laid out in “The Discovery of 

Grounded Theory” (1967) are truly what guide the grounded theory approach.    

The process Strauss and Corbin describe looks at the continual interaction 

between sampling, data collection, coding, analyzing, and finally theory construction.  

While all of these elements happen in conjunction with one another, they are separated 

below in order to provide more detail into each step. 

Sampling 

The type of sampling used in this investigation is called theoretical sampling by 

Glaser and Strauss, and is defined in “The Discovery of Grounded Theory” (1967, p.45): 

“Theoretical sampling is the process of data collection for generating theory whereby 

the analyst jointly collects, codes, and analyzes his data and decides what data to 

collect next and where to find them, in order to develop his theory as it emerges.  This 

process of data collection is controlled by the emerging theory.”  Thus the people 

sampled in this study were those who reported that they had not purchased a 

medication because of cost at some point in the past 12 months, as this was the 

population of interest.  The sampling was also a convenience sample of persons 

seeking primary care at a clinic that served a low-income population.  Specific screening 

characteristics to identify the population of interest are given in Table 3-1. 
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 The reason that the second characteristic was included above was to weed out 

those who have never purchased a medication before.  While these “never-users” would 

undoubtedly give some insight, those who have both purchased a prescription and not 

purchased a prescription because of cost could identify different factors that came into 

play in these two situations.  It was thought that this ability to contrast different decisions 

on purchasing prescribed medications would help to identify which of the factors are the 

most important for the people participating in this study.  Minors were excluded because 

many purchasing decisions would probably have been made by their parents or a 

responsible adult, and adults would be more likely to provide better insight to the 

situation.  With the recent advent of Medicare Part D in 2006 and its’ unique methods of 

providing prescription coverage to those over 65, any insight these Medicare eligible 

adults could provide would undoubtedly be influenced by the characteristics of the Part 

D plan they had chosen and the resultant bureaucratic issues involved.  Since the 

purpose of the study was not to describe the degree of success of Part D, those 65 and 

over were excluded from the study. 

 All subject recruitment took place at a single location, the Community Clinic, Inc. 

(CCI) clinic located in Silver Spring, MD.  CCI is an organization accredited by the Joint 

Commission on the Accreditation of Healthcare Organizations (JCAHO) that “provides 

high-quality primary care and health-related services for medically under-served 

persons.”  The population that they serve is those that are generally under-insured, and 

need a place where they can receive high-quality primary care.  Most of the clients are 

Latino, and most clinic staff members are fluent in both English and Spanish.  The clinic 
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provided permission for the investigator to use the lunch room / conference room as a 

place to conduct the interviews. 

 From the clinic waiting room, one could look down a short hallway past the 

reception desk to a conference room.  Whenever there were at least two “new” clients in 

the waiting room, the investigator approached them as a group (with a lanyard 

containing his University of Florida ID) and made the following points: 

• He was a graduate student doing a research project regarding people who had not 
purchased a medication because of cost. 

• He was interested in interviewing people to learn about situations where this had 
happened to them. 

• The interview would take about 15-20 minutes, could be done while waiting for 
your appointment, and concluded after your appointment if necessary. 

• To thank you for your participation, you will get a $20 gift card from Safeway. 

• If you would like to participate or have any questions, please come see the 
investigator in the conference room (pointing down the hall where it was visible). 

At this point, the investigator would go back to the conference room and sit where 

he could be seen from the waiting room, and wait for potential subjects to approach him.  

When they came, he answered their inquiries about the study, as appropriate, and 

verified that they met the inclusion criteria.  If the inclusion criteria were met, subjects 

were told in more detail what the purpose of the interview was and what they were 

being asked to contribute in terms of information obtained for the interview so they could 

provide informed consent to participate in the study.  The informed consent form was 

used as a template to convey this information.  Once informed consent was given by the 

subject, the interview was performed in the conference room.  The subject had the 

option of leaving the door open or closing the door. 
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The sampling occurred in roughly three basic steps as described by Strauss and 

Corbin (1998).  The first step was called “open sampling,” with the resultant “open 

coding,” where the aim was to generally “discover, name, and categorize phenomena 

according to their properties and dimensions.”  It was essentially the means by which 

the investigator was able to identify the major categories involved in the process he was 

examining.  The open sampling gradually evolved into relational and variational 

sampling.  As described by Strauss and Corbin, “Sampling still proceeds on the basis of 

theoretically relevant concepts (categories), but the focus changes….the aim is to look 

for how categories relate to their subcategories as well as to further develop categories 

in terms of their properties and dimensions.” (Strauss & Corbin, 1998, p.209-210)    

The relational and variational sampling gradually evolved into discriminate 

sampling, where, given that the main categories have been established, the focus is on 

examining concepts  “that will maximize opportunities for comparative analysis.” 

(Strauss & Corbin, 1998, p.211)  In this phase, more care was taken during the 

interviews to probe more deeply into the relative importance given to each of the main 

categories, in order to get a better idea on their decision-making process. 

The major difference that occurred during each of the three phases mentioned 

above is that the focus of the interviews changed once the categories became better 

defined.  In the open sampling phase, more time was spent in just letting the subjects 

talk about their experiences in a more open-ended fashion (approximately the first 8-11 

interviews).  In the variational sampling phase, now that the major categories were 

identified, the subjects were probed in more detail regarding sub-categories and/or 

specific situations in which the categories could be further developed.  In the final 

51 



 

discriminate sampling phase, the focus was to make sure that all of the new subjects 

either fit into the existing schema, or that their experiences could further enhance or 

define one or more of the categories. 

Data Collection / Interview Guide 

The data collected was in the form of semi-structured interviews, as this was 

believed to be the most efficient way of collecting the data.  Observing people would not 

give the investigator insight into the factors that they consider when purchasing a 

medication, nor were there any secondary sources (such as documents or records) that 

could give him this information.   

The interview consisted of three different sections: an initial section with open-

ended questions in which participants described their experiences of both not 

purchasing prescribed medications because of cost and of purchasing medication, a 

second section with more closed-ended questions that could give insight into various 

concepts that were believed to affect a person’s decision-making process, and a third 

section in which basic demographic information was collected.  Each of these sections 

is described in more detail below.  The initial interview guide is included in the 

Appendix. 

The first section of questions began with discussion of the most recent experience 

participants had about not purchasing or underusing a medication because of cost.  The 

interviewer encouraged participants to talk about their experience and tried to gather 

whether or not there were any additional factors, besides cost, that entered into their 

decision-making process.  If none were mentioned, participants were directly asked 

about additional factors.  Determining what these additional factors were, if any, was a 

central component of the theory to be constructed.  The investigator also determined 
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from their answers whether or not they could afford to purchase the medication and 

chose not to, or whether they truly could not afford the medication.    

Next, specific questions were asked regarding what the actual price was and how 

much they would have paid for the medication.   The purpose of asking about the 

original price and the amount they were willing to pay to get an idea of how much of a 

difference there was between the two figures.   Hearing that the actual prescription price 

was $15 and the person only wanted to pay $10, versus another scenario where the 

actual prescription price was $100 and the person only wanted to pay $5 gives valuable 

insight into each of the different scenarios.  These questions helped to provide a clearer 

picture of the context when the person reported CRN.  

The next question concerned what they (or someone else) did in order to reduce 

the price.  By hearing what actions they undertook in reaction to the original price, it was 

hoped that more insight could be gained about what factors were most important in 

whether or not they ended up acquiring the original prescription, or if they had to do 

something else.  

Furthermore, I asked about what they would recommend to help them (or 

someone else) pay for a prescription the next time a similar situation arose.  Since the 

ultimate application of the research findings is to try to assist people in accessing their 

needed medications, it made sense to inquire as to what they believed would be the 

most helpful to them.  Unfortunately, most of the answers that were given for this 

(“everybody should have coverage”) were not as insightful as were initially hoped, so 

this line of questions was stopped after the open sampling phase. 
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The final set of questions in this first section related to the participant’s last 

experience where they did purchase a medication.   These responses were compared 

and contrasted with those from the experience when they did NOT purchase a 

medication to get a better idea of what factors went into their decision-making process.  

If respondents were not able to articulate exactly why they did not purchase the 

medication in response to more open-ended questions, it was hoped that having them 

talk about this experience where they obtained a prescribed medication would make 

them think more carefully about how the two circumstances were different. 

The second major section of questions consisted of more directed questions 

aimed at measuring general concepts taken from the health belief and health education 

literature.  As mentioned in Chapter 1, some of the constructs may be playing a part in 

people’s decision-making processes in determining whether or not to purchase 

medication.  The general concepts asked about, and their relevance to the study, were 

discussed in Chapter 2.    

The final set of questions collected the basic demographic information as shown 

below: 

• Age 
• Race /ethnicity 
• Gender 
• Annual household income (<$20K, $20-<40K, $40-<60K, ≥$60K) 
• Number of people in household 
• Insurance coverage 

 
These questions come from the framework developed by Piette et al. (2006a), and 

are included because they have all been shown to be related to whether or not a person 

reports CRN. 
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In using the theoretical sampling as described above, the nature of the interview 

changed as the study evolved.  In the open sampling portion, most of the questions 

were open-ended, giving people more of an opportunity to discuss different factors that 

shaped their experiences.  As major categories and sub-categories emerged, the 

interview questions necessarily became more focused.  So, while the investigator 

continued to acquire the personal and medical characteristics as mentioned above for 

each person, the nature of the questions changed over time based on what the analysis 

of the data was showing. 

Given the relatively small number of interviews that were thought to be needed, 

the investigator conducted all of the interviews himself.  He presented himself as an 

academic researcher with no ties to the pharmaceutical industry or any insurance 

company. Each interview was audio-recorded only, and then transcribed by the 

investigator.  Each transcription was double-checked for accuracy by listening to the 

interview a second time and comparing the taped interview with the transcript.  In 

addition, after each interview, the investigator took notes regarding his general 

impressions of the interview, including what he believed the major topics were and what 

he learned from the interview.  After checking the transcription, he read through the 

transcribed interview and his notes to compare any differences between the two 

different ways in which the data from the interviews were processed.   

Data Coding 

 During the initial or “open” coding phase, in which the transcripts from the first 

few interviews were analyzed in order to initially develop categories, the original coding 

scheme was developed by utilizing the standard “coding paradigm” spelled out by 
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Strauss (1987, p.27-8) consisting of the following categories of things to look for in the 

data: 

1. Conditions (e.g. circumstances surrounding not getting a prescription filled 
because of cost and the last situation where a prescription was filled) 

2. Interaction among the actors (e.g. communication with physician prescribing the 
medication, family situations that may have affected the decision about medication 
use) 

3. Strategies and tactics (e.g. steps the person took to try to obtain the medications, 
alternatives the person used to try to self-treat) 

4. Consequences (what the effects were of not taking medication that was not 
obtained, what the effects were of taking the other medication when it was 
prescribed)  

A second investigator with extensive experience in performing qualitative research 

(and experience working in a pharmacy) was brought in to independently code all of the 

interviews.  Once the interviews were done, the two investigators reviewed how each 

interview was coded; discrepancies between the two were discussed and a consensus 

agreed upon.  

 Currently, many software programs exist to help researchers code and analyze 

qualitative data, such as Atlas.ti or Nud.ist.  In these software programs, it is easy to 

establish coding definitions and schemes, search for multiple instances where a code or 

combination of codes appears, and develop a hierarchical structure of major categories 

and sub-categories.  Usually these programs are of greater assistance when dealing 

with large amounts of data being coded and analyzed by large numbers of people, as 

an optimal way to stay organized.  Given the quantity of information (transcriptions of 

~20 interviews) and the small number of people doing coding and analysis, the primary 

investigator did not feel that it was necessary to use a software program.  The second 

56 



 

investigator, who worked independently of the primary investigator, did use a software 

program to assist in coding and analyzing the data. 

Data Analysis 

Using the grounded theory approach, data analysis was an iterative process.  As 

one gathers new data, one continually (Morse & Richards, 2002):  

• Codes it 
• Compares it with previous data 
• Analyzes it and identifies themes or categories 
• Discusses it with the expert and my committee 
• Compares it with the literature 
• Determines what data to gather next 
 

By using this process, major categories emerged to give the investigator a 

theoretical perspective on the situation of not purchasing a medication because of cost.  

To assist the investigator in this, memos, described by Strauss and Corbin as “written 

records…that contain the products of analysis or directions for the analyst” (Strauss & 

Corbin, 1967, p.217) were also written.  These were written every four to five interviews, 

and assisted in developing theory as the data were being collected, coded, and 

analyzed.  These memos also serve as a kind of a journal of the research study, to give 

evidence of how the final product was arrived at.  The nature of the memos changed as 

the sampling went from open to relational and discriminate sampling.  The initial memos 

focused on just trying to understand the major factors that were involved.  The later 

memos focused on the established factors, and attempted to determine the 

relationships between them. 

After each memo was written, it was shared with the investigator’s major advisor, 

who reviewed his memos and discussed the categories and framework that was being 
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developed.  All analyses were also presented to my committee for their comments and 

guidance in planning subsequent data collection.   

This process continued until the categories that were explored attained a level of 

saturation, defined by Glaser & Strauss (1967, p.61) as “that no additional data are 

being found whereby the sociologist can develop properties of the category.”  

Essentially, this means that I had found out as much as possible about the various 

categories and sub-categories that I had chosen to focus on, and that additional data 

collection was not improving my understanding of the situation.  As mentioned in 

Chapter 2, similar studies using grounded theory to learn more about drug-use decision-

making reached saturation in 20 or fewer interviews, when the researchers were 

cognizant of saturation while collecting, coding, and analyzing their data.  Saturation of 

the major categories in this study was reached in 21 interviews.  

Theory Construction 

As discussed above, the end result of this process was development of a 

theoretical framework consisting of categories, sub-categories, and the hypothesized 

relationships between them.  To ensure that the theoretical framework was generated 

from the data collected, the second investigator created her own framework 

independently, which was then compared with the original framework.  The resulting 

frameworks contained the same key categories, and essentially melded together to 

create the final framework.  The framework that resulted from this study can be used to 

guide future researchers in the study of CRN.  Using this grounded theory approach, the 

framework came completely from the data collected. 
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Scientific Rigor 

Any kind of research that is performed, be it quantitative or qualitative, must be 

done in a fashion such that reasonable steps are taken to maximize the internal validity 

and the reliability of the results.  For quantitative research, the choice (and proper 

execution) of the sample, study design, and instruments used for measurement make 

this process not necessarily easier, but at least more straightforward.  For qualitative 

research, given that the sample is necessarily not representative, the data collected not 

reproducible, and the coding and analysis dependent on the researcher, ensuring 

internal validity and reliability is still possible, yet more difficult to accomplish.  Lincoln 

and Guba (1985) outline four criteria that should be used to evaluate the scientific rigor 

of qualitative studies: credibility, transferability, dependability, and confirmability.  

Credibility, or whether the results and interpretations seem credible or have “truth value” 

(Lincoln and Guba, 1985, p.296) to those being studied, should necessarily be achieved 

over the course of the project.  Since the constructed theory was based on the data 

gathered during the project, and data sampled later on in the study (during the 

discriminate sampling phase) were used to confirm the theory, the results are thought to 

provide some “truth” in describing the experiences of individuals interviewed in the 

study. 

Transferability refers to the external validity of the study.  By definition, the results 

from qualitative research are not necessarily valid to different populations, settings, etc.  

The goal of the qualitative researcher is therefore to explain as explicitly as possible the 

characteristics of the sample, how the sample was recruited, and what questions were 

asked.  In this manner, subsequent researchers can compare their methods to mine 
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and make appropriate judgments as to how the results that were generated should be 

modified given the inherent differences in our methods. 

Dependability refers to how reliable the results are.  Given the way that data are 

collected and analyzed in doing qualitative research, it is theoretically impossible to 

show that the resultant constructed theory is completely reliable.  The investigator may 

have subtly altered interviews from one person to the next, or analyzed the transcript 

slightly differently on a different day.  The only way to get around this problem was to 

have an independent investigator examine my coding and analysis independently.  In 

addition, the memoing process served as a way for any independent researcher to 

monitor my thought process.   In this manner, the results were as reliable as possible, 

given the research methods used. 

Confirmability, or objectivity, was achieved in the same manner as described in the 

previous paragraph.  By explaining my methods, and by getting independent 

confirmation of data analysis and theory construction, independent researchers could 

confirm the results that were achieved. 

Table 3-1. Characteristics of population 
Characteristic Operational definition 

Have not purchased a medication 
because of cost 

During the past 12 months, was there any time you 
did any of the following, because of cost: 

1. Not purchase a prescription 
2. Not purchase a refill 
3. Not get entire prescription filled 

Have purchased a prescription 
before 

During the last 5 years, did you ever purchase a 
prescription? 

Age 18-64 
 
 



 

CHAPTER 4 
RESULTS 

This chapter discusses the results of the research, namely the framework that was 

developed using the above-described methodology.  After initially discussing the sample 

from which the data was collected, examples will be given from the collected data 

illustrating how each component of the framework was discovered and ultimately 

constructed.   

Sample 

General Description 

As mentioned in the previous chapter, all of the respondents were recruited from 

one location, a clinic in Silver Spring, MD that provides medical and pharmaceutical 

assistance to the under-insured.  While the population was loosely defined by the 

original inclusion criteria (have reported CRN, have bought a prescription, aged 18-64), 

there seem to be other characteristics of this population that should be defined, to make 

sure that further research that is desired to be done on a similar population can be sure 

of what that population really is.  One must consider that these are people who would 

go to a clinic to get medical help.  Therefore, they had knowledge of a medical 

condition, and had the ability to seek out medical attention.  This population also 

expressed the belief that going to the clinic (and being provided with a therapeutic plan) 

would ultimately help them, assuming that they could carry out the plan. 

Demographics 

As shown at the end of the Interview Guide in the Appendix, a variety of 

demographic information was collected to not only better describe the population of this 

study, but also because various demographic factors have been associated with 
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reporting CRN in past research.  Of the 21 respondents, 14 (67%) were female and 

seven (33%) were male.  Ten (48%) identified themselves as African-American, five 

(24%) as White, five (24%) as Latino/Latina/Hispanic, and one (5%) as Asian-American.   

Four (19%) were aged between 18-29, seven (33%) were aged 30-39, two (10%) were 

aged 40-49, five (24%) were aged 50-59, and three (14%) were aged 60-64.  For self-

reported overall health, two (10%) rated themselves “poor,” 12 (57%) reported 

themselves “fair,” four (19%) rated themselves as “good,” none (0%) reported 

themselves as “very good,” and three (14%) rated themselves as “excellent.”  In terms 

of household income, 15 (71%) reported a household income less than $20,000 a year, 

five (24%) reported a household income between $20,001 and $40,000 a year, and one 

(5%) reported a household income greater than $60,000 a year (this was a college 

student who was considering the income of his household with his parents, even though 

he was living on his own while attending school). 

Insurance status was a little more difficult to determine; many people fluctuated in 

and out of coverage, something that will be discussed at length in the next chapter.  At 

the time that they reported CRN, four (19%) reported having insurance.  Five (24%) had 

insurance coverage right before their CRN episode, but lost coverage temporarily and 

thus were not covered at the time of the CRN.  The remaining 12 (57%) did not have 

any insurance coverage. 

The 21 study participants listed a total of 33 medical conditions for which they 

reported CRN (after asking about the most recent episode, the investigator asked if 

there were other situations that they wanted to talk about).  Twenty-one of the 33 could 

be considered chronic conditions; the remaining 12 could be considered conditions 
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where one would expect that they would resolve themselves in a short period of time.  

The most common chronic condition was high blood pressure (five instances), followed 

by chronic pain (three instances), cholesterol, depression, asthma, and allergies (two 

instances each) and bipolar, anxiety, bronchitis, glaucoma, and hair loss (one instance 

each.  The most common short-term conditions was a viral infection (5 instances), 

followed by stomach problems and short-term pain (two instances each), and high blood 

pressure during pregnancy, short-term hair problems, and short-term nail/skin problems 

(one instance each).  As the conditions above indicate, CRN was reported for a wide 

variety of conditions. 

Sample Size as Determined by Saturation of Major Concepts 

As mentioned in Chapter 3, there was no a priori sample size calculation of how 

many people were to be sampled, but that sampling would be continued until saturation 

of the main factors or themes emerging from the interviews was reached, defined by 

Glaser and Strauss (1967, p.61) as “that no additional data are being found whereby the 

sociologist can develop properties of the category.”   Using the grounded theory 

approach of continually coding, analyzing, and sampling, it seemed as though all of the 

major factors had been developed by around 17-18 interviews, although it is difficult to 

pinpoint an exact time.  In the last 3-4 interviews, it seemed as though no new concepts 

were being discussed, that their descriptions of their CRN experiences were fitting into 

the major categories that had been developed.  Therefore, it was decided that 

saturation of the categories to be discussed below occurred after 21 interviews. 

Acquiring Medication 

 This research was intended to discover what potential factors, if any, people took 

into consideration when not acquiring a prescription, reportedly because of cost.  
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Accordingly, the people recruited for this study were those that reported that they had 

not acquired a prescription because of cost, and they were asked about their 

experiences of the last time that this occurred.  While they initially discussed what 

factors were involved when they did not acquire the prescription, they also spoke about 

how they responded to this initial setback, and what they ended up doing with regards 

to ameliorating their medical situation that brought on the need for the prescription.  

Surprisingly, 9/21 actually eventually ended up acquiring the medication.   This 

suggests that asking someone about what seems like a one-time event does not 

capture what is really occurring.  Accordingly, factors that have an effect on whether or 

not someone purchases medication do not just occur at one time point, but rather can 

occur over a period of time, as different actions are taken by the person wishing to 

acquire the medication and by other relevant parties.  The resulting framework therefore 

attempts to capture this dynamic by not just examining factors that affect a decision at 

one point in time, but rather what happens during the whole time from which a person 

initially attempts to acquire a medication until the time that they either acquire it or do 

something else.   

Overview of the New Framework 

Using the grounded theory approach of continual coding, analyzing, and constant 

comparison, major factors emerged that were the most important in determining why 

someone was not able to initially acquire a prescription, and additional factors that 

affected a person’s decisions and actions if they were not offered immediate help in 

obtaining the prescription.  The framework is shown in Figure 4-1. 

There were two distinct phases in the process, which begins when the person gets 

a prescription that they would like to get filled.  The first phase relates to the initial 
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attempt to acquire the prescription.  Two sets of factors were identified that affected 

whether or not a person was able to acquire the prescription: help factors and monetary 

factors.  The research was originally intended just to look at the factors that affected this 

initial attempt to acquire the prescription, but the study participants provided additional 

insight into what they did after they were not able to acquire the prescription, leading to 

some of them eventually obtaining the prescription.  The second phase involved 

whether or not people sought out help or additional resources to acquire their 

prescription, which depended upon their re-evaluated perceived need for the 

prescription and their knowledge / beliefs that help was available.  At the end of the 

process, they either eventually acquired the prescription, or lived with an alternative 

therapy or simply went without any therapy.  Each of these phases will be discussed 

below. 

Attempt to Acquire Desired Prescription 

Whether or not they initially acquired the desired prescription depended on two 

types of factors: help factors and monetary factors.  At this stage, there were two types 

of help factors: other person’s provision of help to a “passive” patient, and the patient’s 

willingness to access known sources of help.  Similarly, there were two main monetary 

factors: the out-of-pocket (OOP) prescription cost and the amount they were willing to 

pay.   Those who either received help provided by others, were willing to access known 

sources of help, or were willing to pay the OOP prescription cost acquired their 

prescription.  Those who did not have help provided, were not willing to access known 

sources of help, or were not willing to pay the OOP prescription cost did not initially 

acquire the prescription.  Each of these factors will be described in detail below. 
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Help Factors 

Other person’s provision of help to “passive” patient 

 Some people were able to get immediate assistance from a health care 

professional, where it seemed that the help was offered to them, as opposed to the 

patient actively seeking it out and finding it on their own.  These were instances where it 

seemed that the health care professional actively tried to assist someone once they 

were made aware of the problem the patient was having in acquiring their medication. 

 One example was from a woman in her early 60’s who had just been diagnosed 

with glaucoma, and could not acquire the prescription eye drops. 

I only had so much money, I was just getting ready to go on Social Security 
and it was very hard because some of the medications were very, very 
high, and I couldn’t spend $100 per shot.  So, I just couldn’t get things until I 
got on to a project called Project Access where I could get certain 
medication and certain doctors at a much lower cost . . . I got it through 
here (the clinic where the interviews were taking place) . . . It’s supposed to 
be low income, you know, and what treatment I was getting, Dr. X referred 
me to a certain doctor. 

It seemed like the doctor at the clinic made the initial positive step of referring her 

to another doctor, which led to her getting into a program that offered medicine and 

other care for a much lower price. 

 Another example came from someone who had just had her insurance cancelled.  

She came to the clinic to get new prescriptions for high blood pressure: 

Yes, yes, she told me that today I need it, and I don’t have some money so 
she gave me some samples. 

 Again, in this instance, the help came from the clinic doctor, who was aware of 

her situation and knew what to do to help her.  So, for some people, right at the time 

where acquiring medication was going to be a problem, a health care professional 

actively did something to help the patient acquire their medication.   
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Patient willingness to access known sources of help 

 Some people had pre-existing knowledge of the kind of assistance available for 

those who cannot acquire a medication because of cost, which directly impacted 

whether or not they eventually acquired the desired prescription.  For those who knew 

of an easily accessible location or program that assists people in acquiring medication, 

they went and utilized these services and acquired the prescription quickly.    

 Some people had knowledge of a particular assistance program or place to go to 

get assistance from previous experience.  One young man knew of a program that a 

hospital ran to help anyone acquire medications, based on his using it previously: 

(You) go to someplace like Holy Cross or Montgomery General and just say 
you don’t have insurance, or money to afford it.  When you go to the 
hospital, they give you a form to fill out, and you take that to the hospital 
and then you have to pay 20 dollars every visit.   

Since this person knew about this program from a previous experience, he was 

able to use this information the next time that he was faced with attempting to acquire a 

prescription that was more than he was willing to pay. 

 Another example comes from a woman who immigrated to the United States, 

and who suffered from allergies.  For a long time she did not acquire any medication 

because of cost, and just lived with her allergies.  She did not know that help for her to 

acquire this medication existed until a random visit to her manicurist: 

And then I was talking with the girl, and she told me about this place (the 
clinic).  So we came together (referring to family), and I applied, so they 
helping me now. 

From that point on, she was able to acquire her medications for any future medical 

problems that arose. 
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 A similar example came from another immigrant woman who got sick fairly soon 

after she arrived in the United States.  At the time, she did not know of any places to get 

assistance, and thus had to suffer through her flu and throat infection without any 

prescription medication.  However, she learned about the community clinic that would 

later on be able to help her: 

You know, because I came to the country new, so I don’t know nothing 
about it…First thing I learned is because I came here in this community 
clinic and they have the WIC program for babies, I come with my cousin, 
she have a baby and now I start looking at the papers, they have it on the 
wall . . . And then I learn.  So now that I’ve got my kids, I still come here… 
So many different program now.  It’s good, but I don’t know about it, maybe 
they have them before, but I don’t know about it. 

Once she learned about the clinic that could help her, she started going there for 

all of her medical needs.  All of the three examples above indicate that if a person knew 

about a particular clinic or program, then they would utilize that knowledge in the future 

when they came to a situation in which they wanted to acquire a prescription but could 

not afford the medication.    

Monetary Factors 

Out-of-pocket prescription cost  

 The cost of the prescription was mostly governed by one’s insurance status, or 

rather, the phenomenon of having the out-of-pocket (OOP) cost reduced by being 

covered by a third-party payer.  For the majority that did not have any third-party 

coverage, the out-of-pocket cost was simply the market price of the drug without any 

kind of reduction in price that can be leveraged by larger institutions negotiating with 

drug companies.    

However, having some kind of third-party coverage did not guarantee that the 

OOP cost was low enough that people were willing to pay for it.  In all of the examples 
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below, people believed that they had adequate third party payer coverage to assist 

them in acquiring their prescriptions.  

Prescription not covered by third-party payer.  One person was covered by 

private insurance through his parents, yet the insurance company did not cover a drug 

for hair loss that he wanted to acquire: 

I tried to get it through insurance, but insurance doesn’t cover it. . . . 
Because it’s not patented yet, so I think insurance companies don’t want to 
risk it or something like that.  I don’t know.  My doctor gave me an 
explanation of why it wasn’t insured.     

In this case, having private insurance offered no help in reducing the price of the 

prescription, putting him in the same position as those without any third-party coverage.  

A gap in coverage from the third-party payer.  Four people experienced a gap 

in coverage, defined as having some kind of third-party coverage and then having it 

stopped for some reason, yet each person was confident that coverage would continue 

once the issue was resolved.  Two people experienced a gap in coverage because of 

moving: 

(W)ell I was in between insurance with gapping because I had moved, so I 
left a place where I had insurance when I came down to Maryland . . . they 
said my insurance is over, even though I have called the insurance 
company and they said the insurance is fine. 

Well, there was a mix-up, there was a mix-up in, I had moved and because 
my medication, my pain medication is a narcotic, I can’t, they can’t call it in . 
. . they had another pharmacy in DC that did deliveries, and they delivered 
the medication to my old address, and I never got it, so I couldn’t afford to 
pay for it, because the insurance won’t cover two prescriptions written in the 
same month, 

Both of these people had coverage, and were fully expecting the coverage to 

continue after the gap, but while in the gap and thus without coverage, the OOP cost of 

their prescription was much larger than usual. 
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Another person experienced a gap in coverage when beginning a new job: 

I mean, just like, the other day, my insurance ended, so I had to pick up 
some prescriptions.  I tried to get there before it ended, but I didn’t.  I think 
one medication was $232. . . . I was getting insurance through the state, 
and, because I’m working now, they dropped me, so, and I didn’t pick it up 
from here, so . . . I’m gonna have to (pick up coverage through her new 
employer), cause I need my blood pressure medicine. 

This person was transitioning from not working, and having coverage through the 

state, to working but not having coverage yet in her new workplace.  So, while this 

transition could theoretically be seamless, people can get caught in the gap and not 

have coverage for a while. 

Finally, one person lost coverage because she did not send in her renewal forms 

in time: 

And it got my application inside to renew it, and I’m sending that off today, 
they just got, as long as they get it by the end of the month . . . and I’ll be 
cool, so I’ll be able to afford it… 

This patient experienced a gap in coverage that caused the prices of her 

prescriptions to become much higher: 

It’s like 2.50 with it (insurance), and without it it’s like 40 some odd dollars. 

In all of these situations, people experienced a gap in coverage that they knew 

was only going to be temporary, but still impacted their ability to purchase their 

prescriptions.  Simply having some kind of coverage is not enough for these cases 

where a gap in coverage can occur for a variety of reasons.  

 Limit on number of prescriptions.  One person’s third-party payer imposed a 

limit on the number of prescriptions that could be covered at one time, leading any 

additional prescriptions to be acquired only by paying market rates: 
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my insurance company down there only allows you 5 prescriptions per 
month, and I had already had to get a couple of others, and that’s when it 
happened and I couldn’t afford it 

He felt that he needed this prescription, and even though he had insurance, this 

prescription (over the company-imposed limit) was not covered. 

Insurance company delaying payment/coverage.  One person’s insurance 

company stated that they would not pay for a prescription until a later date, leading to a 

gap in coverage: 

Well, this morning I went in and my insurance company decided “well, we’re 
not gonna get, we’re not gonna pay for a prescription till the 14th“(7 days 
away) so if I wanted it I had to pay 24 dollars, and I couldn’t, I couldn’t pay 
the 24 dollars. . . . I get all my prescriptions at the same time, but the 
insurance company doesn’t want to pay for them all at once.  So, they just 
started breaking it down where “you can’t get it yet cause we don’t want to 
pay for it yet.”   

So, even with coverage for the prescription, this person still experienced a gap in 

coverage because of the reimbursement policy of the insurance company.  

Third-party payer stopping coverage.  One person had their coverage stopped 

for no reason that she could perceive: 

Then last month, I got a letter from them telling me that they discontinue… 
my medical because I make too much money.  I work part-time, I don’t work 
full-time.  I do care-giving job.  I make $241 every two weeks. 

It was not clear whether or not she was working prior to this, or if the third-party 

payer was a private insurance company or government run, but regardless, she had 

some kind of coverage which stopped unexpectedly.   

Another person had their coverage stop because of an administrative mistake, but 

at the time he did not know it was just going to be a temporary gap in coverage: 

Well, the insurance actually dropped on me one time.  They actually closed 
up and said no, and cut me off, and, because it lapsed, and I couldn’t figure 
out why it lapsed, and it had everything to do with the mail.  The mail didn’t 
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get me the paper in time.  When I got the paper it was already two weeks 
late, so the insurance company’s “I guess he ain’t doing this anymore.”  
They dropped me, so I had to go through, it took me three months to get my 
insurance back. 

This person then went through the three month stretch of time where he had 

problems obtaining prescriptions because of lack of coverage.  These examples seem 

to indicate that going from having some sort of third-party coverage to not having any 

coverage can happen quickly, often with the person not knowing about it until they try to 

obtain their next prescription.  

Other / responsible third-party payer delaying payment.  One person 

experienced an accident (tile falling on his head) that was not his fault, and was told that 

the building’s insurance would cover his prescriptions: 

(I have) No medical insurance right now, but they send me a form, I call 
them, I don’t get anything, anybody there to afford the bills. . . . I was under 
the building, they sent me that they cover the medication, but when I call 
them, I don’t get anybody.  I just got a lawyer to represent me now. 

So even though this person technically has insurance coverage through the 

building liability insurance, it does him no good in terms of having OOP costs for 

prescriptions being reduced because of his coverage.  

Cost still too high with insurance.  One person had private insurance, and was 

able to enjoy the benefit of the OOP cost being reduced because of the insurance, but 

the cost was still too high: 

Medicines that I take, they’re a little bit expensive. . . . It’s (the cost 
compared to previous months) about the same. . . . But it’s just that 
everything is going up, and up, and up, and up, and it gets to the point 
where you can’t afford it anymore. 
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She was able to get the benefit of the relatively lower prescription cost due to 

having private insurance, but with other costs, the lower price was still more than she 

was willing to pay.  

In summary, the OOP cost that people were presented with when trying to acquire 

a prescription was heavily dependent on whether or not they had some kind of third-

party coverage to help bring the cost down.  The majority did not have coverage, 

leading to higher out of pocket costs.  Having some kind of coverage, however, did not 

necessarily lead to easier acquisition of the prescription, because of various reasons 

that led to the coverage not helping to bring down the OOP cost. 

Willingness to pay 

Once the OOP cost of the prescription was established, each individual seemed to 

consider how much they would be willing to pay for it.  In the initial interviews, people 

were asked how much they were willing to pay for the prescription.  Some of the 

respondents either did not understand the question, or were having a hard time coming 

up with an answer, so they were prompted with a question such as “would you have 

paid 5 (or 10, or 20) dollars for it?” after which they responded.  After a certain number 

of interviews, it became clear that everyone had some price at which they would be 

willing to pay for the medication.  This price, however, was less than the OOP cost, 

leading to them initially not acquire the prescription.   

The respondents who were explicitly asked how much they were willing to pay had 

some of the following responses: 

$50 or less. 

I think probably maybe $6 is what I had to pay (for it). 

$20 would probably have been my limit. 
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Probably $20. 

For those who were asked if they would be willing to purchase the prescription at a 

lower price (usually $5 or $10 was given as the lower price), the following responses 

were given: 

Of course, of course. 

Oh yeah I would!  (laughter)  Of course I would. 

If I had the money, yeah, of course. 

Oh yeah. 

Yeah, I probably could have afforded it, yeah. 

Yes, yes, of course, yes, I am sure I will pay that. 

One person even talked about how his situation was better now that he had a 

better job with a higher income: 

Now I have a better job anyway.  I can get it.  If it was like 200 I could get it.  
You don’t want to feel the pain every day anyways. 

These responses indicate that all were willing to pay a certain amount for their 

prescriptions, but were not willing to pay any more at this particular time.  Many people 

responded that they were not willing to pay more for the prescription because they had 

too many other expenses: 

And sometimes I just don’t have the money, so I don’t get it because it 
costs too much. . . . Well, it was just a cost-benefit analysis and prioritizing 
what I need.  Like surviving . . .  

so I have to come back and get some help here, or go and ask some med-
mobile, because right now I am in a shelter, I can’t even afford my rent until 
I get a full time job. 

bills are keep on coming and coming and coming, I’m about to be 
homeless, you know. I don’t have money to pay for my bills now 

The prices, everything, is going up, but my check doesn’t go up, you know, 
it stays the same, so I have to make ways to pay all the bills to try to make 
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a living. . . . But it’s just that everything is going up, and up, and up, and up, 
and it gets to the point where you can’t afford it anymore. 

Given the sample with their relatively low household incomes (as reported earlier), 

it is not surprising that they are not willing to spend more money on their prescriptions 

with all of the other items that they have to pay for.  

To check if any other factors besides just the cost had influenced their decision-

making process about purchasing the prescription, they were asked directly what other 

factors were involved: 

No, it was just the cost. 

The cost. 

That’s (cost is) the sole reason. 

No, it was just the cost. 

No, I didn’t buy it because it was too much for me.   

Just the cost.   

It might seem obvious that if one is asked about a time that they did not acquire a 

prescription “because of cost,” that a person would answer that cost is the only reason, 

as shown from the quotes above.  One of the research questions was to determine if 

other factors were involved besides just cost (with people still reporting that it was 

because of cost), but for the ones who were not offered help or who knew about where 

to go to get help, it seems that there were no other factors involved.  The next section 

will discuss other factors that were asked about that were shown not to have an impact 

on whether or not someone purchased their prescription. 

Factors not Shown to Impact Prescription Acquisition 

The factors above that impacted whether or not someone acquired a prescription 

centered mostly on monetary issues, specifically the price of the prescription and the 
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amount that people were willing to pay.  Study participants were asked about various 

other factors, which had been thought to possibly have an effect on whether or not a 

person acquires a prescription.  As shown below, none of these other factors seemed to 

have an impact on this acquisition. 

General beliefs about medication 

All respondents were asked about their general belief in medications, mainly 

because the adherence/compliance literature suggested that some people did not take 

their medication (which had already been acquired) because of their beliefs about 

medication.  It was assumed that if people did not want to take their medication based 

on their beliefs, then these same people would probably not want to initially buy the 

medication, yet still report that they had not purchased the prescription because of cost.   

However, for this population, everyone reported that they were interested in 

purchasing the medication (as described above), if the cost was affordable to them.    

Consequently, when asked about their general beliefs about medication, many people 

were fairly positive, as the following examples demonstrate: 

I mean, I’m a medication person, I mean, I’m not like my mom who don’t 
believe in medicine . . . 

Medications are helping because I’m taking, right now I’m taking 14 
medications. 

I like my medication, it keeps me, it keeps me going, it really does. 

What was interesting, however, was that many people professed not to like taking 

medications, but did anyway because they had been found to be effective in the past.  

Therefore, they recognized that even if they did not like taking medication, the 

medication they had taken worked and they wanted to keep on taking these 
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medications to help with their medical conditions, as the following examples 

demonstrate: 

I don’t like medicine, but if I have to, I have to.  I take medicine as a last . . . 
I try everything else. . . . Yeah, even if I have a headache, I wait.  I don’t like 
just go and take, I just wait until other stuff.  Then I go and take.  

 I don’t like to take it but I ain’t got no other choice. . . . You either take it, 
live or die, or back and forth to the hospital.  

No, I don’t like medicine in general!  No.  No, I just have to. . . . Oh, the 
(blood) pressure (medication) works.  

I have to.  I’ve been taking three particular medications for, wow, a long 
time, since early, late nineties every day, I’m taking meds every day.  

Pretty much, you know, the only thing I think it’s just a shame that a man 
has to take that much medication to stay alive.  

I mean, if I didn’t have to have it, it would be nice, but, you know, I just don’t 
see me without it.   

No, I don’t like the medicine at all, but if it’s going to make me feel better, of 
course I’m going to drink it. . . . I’m not a medicine person.  I’d rather get 
better  

These statements indicate that although they might have a generally negative 

belief about medication in general, they are willing to take their medication because it 

has shown to provide a benefit.  The following examples indicate how some of the 

respondents felt about the effectiveness of their medication: 

And it (blood pressure) still ain’t down to where it’s supposed to be but it’s 
down very good compared to what it was. . . . That’s a result of taking the 
medicine! . . . Oh it works.  You know, I mean the medicine works. 

They worked good, I feel better.  I can breathe more better, blow my nose 
more cause at first, like, your nose is like real stuffy, you can’t smell 
nothing, somebody cooking food you can’t smell anything, but you use that 
on the occasions, it cleans your sinuses out real good, so Flonase works 
really good. . . . If it works, you’re going to use it.  

I’ve been on it for years, so I guess it works well because, everything else 
would be detrimental 
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It works well, as long as you take it when you are supposed to take it.   

For these individuals, their previous experiences with the medication had led them 

to continue to use it.   

Another interesting aspect of people’s beliefs toward medication effectiveness was 

that people generally believed that, for new conditions, the medication would be 

effective.  This is not surprising, given that this population had knowledge of their 

medical condition and sought out help for it.  It is logical that someone who follows 

these steps would continue to believe that whatever therapeutic plan the physician 

came up with (usually a prescription) would be effective.  This attitude is shown in the 

following examples: 

Yeah, it will be much, much better, because the doctor told me, I have 
headache, this can take care of all of my pain . . . arm pain, and everything, 
so, but I cannot afford it. 

I will listen to the doctor first and try to follow them, but if it’s like, it’s not 
working, I will take it out (and try) something else, you know. 

This last quote sums up their attitudes on effectiveness.  They believe their 

medication will be effective, and continue taking it as long as it is perceived to b 

effective.  If it stops being effective, however, they indicated that they will probably stop 

taking it. 

Other utilization-related factors 

There were other factors that have been shown to be related to adherence (Pound 

et al. 2005) that were not specifically inquired about, including the following (taken from 

the list presented in Chapter 1): 

• They weigh the benefits vs. the adverse effects of the drug 
• Taking the medicine does not fit in their daily routine 
• They are naïve scientists – they try it or stop it, and see what works best 
• A negative self-identity comes from taking the drug 
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• They are worried about addiction 
 

Surprisingly, there was no mention of any of these factors when people were 

prompted with open-ended questions regarding what happened when they did not 

acquire a prescription because of cost.  As obvious as it sounds, as noted above, the 

decision did seem to be just about the cost. 

 In summary, it seemed as though people’s general belief about medicine, 

people’s concerns about the effectiveness of the medicine, and other utilization-related 

factors such as potential medication side effects or worries about addiction to the 

medication did not seem to influence whether or not someone acquired a prescription.  

As detailed above, the prescription OOP cost and what people were willing to pay were 

the main factors involved. 

Response to Not Acquiring Prescription 

The previous section dealt with the factors involved in the people not initially 

acquiring their prescription.  Of course, the need for acquiring a prescription did not go 

away; there was still some kind of medical condition that had to be dealt with.  This next 

section examines the factors that impacted whether or not someone actively sought out 

getting help in acquiring their medication.  There were two major factors that influenced 

whether or not someone sought out help: their knowledge / beliefs about what help is 

available, and their perceived level of need for the prescription. 

Knowledge / Belief that Help is Available 

 There were two people who expressed the belief that there was no place they 

could go for assistance for acquiring their prescription, so they did not even bother 

looking.  One woman who was experiencing a gap in coverage was asked if she did 

anything to try to reduce the price of the prescription of her blood pressure medicine: 
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What was there to do? 

Consequently, she did not pursue any kind of assistance, and waited for her 

coverage gap to close. 

In another case, a woman was pregnant and had ”problems…with blood pressure” 

that could ultimately affect the fetus.  She was advised by her doctor to get a 

prescription, but she did not have insurance and thus the OOP cost was too much for 

her to pay.  When asked if she did anything to try to acquire the medication, she 

responded: 

No, they don’t do things like that.  They don’t. . . . Trust me, I’d be looking, 
they don’t do things like that. 

Even in this case where the stakes are high, she believed that no assistance 

existed for her, and consequently she did not look for or receive any.  Instead she 

modified her lifestyle, and ultimately had a healthy baby boy.  

The above examples illustrate how pre-existing beliefs affected whether or not 

someone sought out assistance for acquiring their initially too-expensive prescriptions.  

Those who believed that no assistance was available, independent of perceived need, 

did not seek out assistance, and ultimately had to use an alternative or live without. 

Perceived Level of Need for the Prescribed Medication 

For those who believed that assistance was available, the key factor that 

determined what they did in response to not acquiring a prescription because of cost 

was how much of a perceived need they had for their prescription.  Those who had a 

higher perceived need tended to seek out assistance or additional resources so they 

could acquire their prescription.  Those who had a lower perceived need tended to not 
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seek assistance, and consequently used an alternative and/or lived without the 

prescription.  A person’s perceived need depended primarily on three factors: 

1. The perceived consequences of not taking the prescription 
2. The time period for which they desired the prescription 
3. The perceived availability of alternatives 
 

Each of these factors will be examined in detail below. 

Perceived consequences of not taking the prescription 

People were asked directly about how severe they believed the consequences 

would be if they did not take their medication.  Given their previous and current 

experiences with their medical condition, most had an idea of how severe the 

consequences would be if they did not take their medication. Simply put, the more 

severe the consequences, the greater the perceived need for the prescription. 

Many people echoed a sentiment that using their medication was absolutely 

essential to their improved health and quality of life, as the following examples show: 

I probably would have lost my eye sight!  Sure! (Glaucoma) 

It’s gonna be bad. . . . Yeah, if I stopped my medication. (Hair / skin) 

If I didn’t take them, I would be miserable.  I’d probably just be in the house, 
don’t want to come outside and play, just don’t want to be bothered.  
(Allergies) 

I’m bipolar, schizophrenic, so, you know, I need these medicines.   

On one hand, these attitudes are positive toward medication, reflecting that they 

recognize and value the use of medication to improve their medical conditions.  On the 

other hand, it is difficult to imagine what it would be like to feel that you needed your 

medication, but could not afford it because it cost too much.  Having these feelings 

about severe consequences from not taking the medication had a big impact on their 

perceived need for the medication. 
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Several of the study participants had high blood pressure, and explained the 

severity of the disease as follows: 

But I couldn’t go off my blood pressure medicine cause I know I would die, 
so I had to bite the bullet and pay for that one. 

I wouldn’t be here, seriously.  Blood pressure medication is nothing to play 
with you know, stroke, heart attack, other things you can develop. 

But, see the thing is with high blood pressure a lot of people don’t . . . don’t 
want to take their medicine.  There are a whole lot of times, you know, “I 
guess this medicine ain’t doin’ me right,” but if you get high blood pressure, 
you’re gonna have to carefully check with their doctor, to see if the medicine 
is working.  If that medicine ain’t working, then they put you on some other 
kind of blood pressure medicine, to see if that’s working.  It ain’t, it ain’t 
goin’ to happen in one day, you know, just takin’ one-time medicine, you 
know, my time I took, to get my pressure down, I don’t know how many 
medications I took for my high blood pressure.   

The five people who had chronic hypertension not only seemed to believe that it 

was vital for them to take medication for survival, but also recognized the importance of 

regular monitoring by a physician (as echoed by the third quote above) to modify their 

regimens for optimal results.  Given the population that was sampled (those who know 

about their condition and seek out care), this result is probably not surprising.  These 

attitudes about the consequences of not taking high blood pressure medication were a 

major factor in their perceived need for the medication. 

 How do people form these opinions about disease severity and consequences of 

not taking medication?  While this question could not be answered from the interviews, 

it was interesting to hear about the messages that people heard from their doctors when 

getting their medication: 

If a doctor tells me I need it, I need it, to me.  They’re smarter than me, and 
they went to school for this, so, I listen to doctors. 

Because she said that’s more important (choosing blood pressure 
medication over cholesterol). 
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You have to because we need it, the doctor says so, we have to buy it, 
even expensive  

In each of these cases, the doctor told patients that they need a particular 

medication, or need this one instead of that one.  These messages, along with 

experience from having the medical condition, probably contributed to a person’s 

perception of the consequences of not taking the medication. 

In summary, people had beliefs on how severe the consequences would be if they 

did not take their medication.  Those who perceived that severity was high led to a 

higher perceived need for the medication. 

The time period for which they desired the prescription 

Knowing that one will be without medication for a specific period of time as 

opposed an indefinite period of time affected the perceived need the people felt to 

acquire the medication.  Generally, knowing that one will only need a prescription for a 

short period of time reduced the perceived need for accessing help or acquiring the 

medication. 

The most common scenario in which this was applicable was for when there was a 

known gap in third-party payer coverage for obtaining one’s prescription.  In many of the 

cases mentioned earlier, the people knew that they would be without coverage for a 

known period of time, usually on the order of a month or less.  On the other hand, there 

were examples of other people who had their coverage dropped for an indeterminate 

amount of time, such as the person who had her coverage stopped suddenly and 

needed her high blood pressure medicine: 

I don’t know how long it will take, so I have to come back and get some help 
here, or go and ask some med-mobile  
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This person, since she does not know how long it is going to be before her 

coverage will resume, has a higher perceived need for the medication than someone 

who knows that their medication will become accessible again in a known period of 

time.  In this case, the woman with high blood pressure who needs medicine for an 

unknown time period has a higher perceived need for her medication than other 

individuals with high blood pressure who know that they will only be without coverage 

for a known, short period of time. 

Another way the time period came into account was for people who had a medical 

condition that typically resolves in a short period of time, such as an infection that is 

likely to be viral.  It makes some sense that if one believes that a condition will last only 

a certain period of time, this might affect how much one perceives the need for the 

medication.  There were several people who reported having an infection and desiring 

antibiotics.  One example follows: 

I come really sick, I got the flu, I’m coughing, I have throat infection and 
everything so I just go in the hospital.  So, they prescribe some medicine for 
me, I go in the pharmacy, I can’t buy it, so expensive, so I don’t buy the 
medicine.  I go back home, take a tea, this, and I don’t feel good.  A week 
later, I go back in the hospital, they give me a lot of medicine, and I can’t 
buy also, so I just, so sick . . . one is $79.  They give me three medicines, 
one is 52 and the other one is 47.  I remember, I never forgot that.  When I 
go back a week later, medicine come in more expensive, because I come in 
more sick, so they change it, different medicines.  This one I don’t 
remember, but it costs more, so I don’t buy it also. 

This person was never explicitly asked whether or not she felt that her condition 

(“the flu, a throat infection”) was one that would be expected to resolve itself over a 

short period of time.  In fact, there were a few people with perceived “severe” infections 

who did seek out help to purchase their medication.  This case (and one other who had 

an infection) were the only two in which the people felt that their conditions were severe, 
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yet did not have a high enough of a perceived need to seek out help.  The one factor 

that these have in common is that they were for probably viral infections (which would 

be expected to resolve itself in a short period of time), as opposed to a chronic disease 

such as high blood pressure or diabetes.  Consequently, it seems as though the time 

period of need for the medication could have an effect on the perceived need for the 

medication in situations where the medical condition is expected to resolve itself in a 

short period of time.   

In summary, the time period for which the prescription is desired seems to have an 

effect on a person’s perceived need for the medication.  The longer the time period for 

which one desires the prescription, the higher one’s perceived need. 

The perceived availability of alternatives 

 The final major factor that affected one’s perceived need for the medication was 

what alternatives were available for people to use instead of their prescribed 

medication.  Sometimes these alternatives were pharmacologic in nature, simply a 

cheaper drug that could hopefully solve the medical problem to some extent.  Other 

times, people tried to use some kind of natural medicine or lifestyle behavior change to 

achieve the desired effect.  The perceived presence, or lack thereof, of these 

alternatives in any case had an effect on their decision-making process. 

A common alternative that was used was to administer an over-the-counter 

medication to try to treat an acute condition, such as pain.  In one example, a brick fell 

on a person, who had raised his arm up to block his head, and suffered a gash on his 

arm.  He was able to get stitches, but nothing for the pain: 

maybe like 150 or 200 dollars, the pain medication, the pain killer 
medication, so I cannot afford it. . . . yeah, I did afford to get Motrin . . . 800 
milligrams, yeah, but the expensive one, I didn’t afford to get it.   
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In another example, a young woman is experiencing stomach pain, and is told that 

the medication is going to be over $100.  She ended up buying an OTC antacid 

alternative and currently uses it, to moderate effect.  When asked if she is able to afford 

medication for other conditions, she replies: 

I mostly use Advil.  (laughter)  That’s the best one, that’s the main thing in 
our family, Advil, whatever pain you’ve got, Advil . . . it works a lot. 

So, for acute conditions such as these, having alternatives available, even if they 

are viewed as suboptimal, affects the decision that they will make regarding whether or 

not to purchase the medication. 

Using an alternative drug for a chronic condition was only mentioned once by the 

people interviewed.  A person was going to be without his high blood pressure 

medication for a short period of time, so he opted to use “water pills” which he already 

had acquired to help tide him over.  Using water pills by themselves as opposed to with 

his other anti-hypertensive medication would probably not be as effective, but he 

believed it would still be better than not taking anything.     

 Obviously, there are many different types of non-pharmacologic alternatives that 

are available for people.  The most common thing that people did was to try to modify 

their lifestyle in place of taking the needed drugs.  Some examples are: 

so I just tried to de-stress my own self by exercising more, and trying to 
relax.  But besides that, there was nothing I could do. (Being treated for 
depression) 

Yeah, mostly just try to eat healthy, drink water, lots of water, walk a lot, you 
know, try to stay calm, not to raise it up a little bit, try to stay calm, drink a 
lot of water, eat a lot of fruits and vegetables.  Mostly, just simple things, 
eating healthy, walking. (High blood pressure) 

In all of these cases, people just tried to do something that they felt would improve 

their health in general, that did not cost as much as the unaffordable medication. 
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 Some people had extra medication available from filling a previous prescription, 

and tried to stretch out whatever supply they had, figuring that taking part of a 

prescription was better than not taking anything. 

but I try, instead of taking it every day, I try to take it like once a week. 
(Allergy medicine) 

So I had to go off of it, and I knew that I would have to go off of it, so I tried 
to like medicate myself by slowly taking half the dose I was supposed to 
take and I was off that medication for a pretty long time. (Depression)  

These two had some leftover supply, so they spaced it out as much as they could 

when they realized that they would not be able to acquire additional medication.  Still, 

knowing that one has some extra in reserve could affect one’s perceived need for the 

medication. 

One person mentioned borrowing medication from her sister in order to help her 

condition: 

so I had some of my sister’s medicine, which was different, so I started to 
get some of hers (High blood pressure) 

It is unclear how much this would help, especially since it was a different medicine.  

Regardless, she seemed to believe that it was better than doing nothing. 

Some people also mentioned natural remedies or foods that could potentially help 

their medical condition.  One example was: 

from our country we have some herb or some stuff like that we use that a 
lot, and then here, they don’t have something like that… (General medical 
condition) 

These people seemed to realize that these remedies were not likely to be very 

effective, but still it may be better than not doing anything. 

In summary, a variety of alternatives were perceived to be available to people’s 

prescriptions, with varying degrees of potential effectiveness.  Accordingly, knowledge 
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of these alternatives seemed to have an effect on the perceived need for getting the 

prescription.  If one feels that an alternative can be moderately effective for a fraction of 

the price of the prescription, this could decrease the perceived need. 

Case studies demonstrating perceived need 

A person’s perceived need for their prescription therefore was based on the above 

three factors, perceived severity of the consequences of not taking the medication, the 

time period for which they desired the prescription, and the available alternatives.  To 

help illustrate how these three factors combined together, situations were examined in 

which a choice had to be made between at least two different medications and the 

person could not initially afford either one. 

Case study #1 – High blood pressure vs. anxiety.  This person experienced a 

gap in coverage, and had to prioritize between getting her high blood pressure medicine 

and her anxiety medicine. 

I mean it, I would rather be on it than not be on it (anxiety medication), but I 
know the difference of, I could really hurt my heart if I go off my blood 
pressure medicine, while I may be irritable and cranky to people but they 
can just deal with it. 

It seems as though her perceived consequences of not taking her blood pressure 

medication were more severe than her perceived consequences of not taking her 

anxiety medication.  In addition, it is important to note that she was very confident that 

her insurance coverage would resume in a known, short period of time: 

Well, sure, but the insurance company is going to take care of it. . . . So, I’m 
not really worried about it. 

Thus, she knows that she only has to worry about a short period of time to be 

without her desired prescriptions.  She also knows that there are alternatives for her 
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existing anxiety medication, mentioning stretching it out and modifying her lifestyle.  

Therefore, she decides: 

But I couldn’t go off my blood pressure medicine cause I know I would die, 
so I had to bite the bullet and pay for that one. 

In this case, the two most important factors that cause her perceived need of 

taking her blood pressure medication to be higher than that of her anxiety medication 

were the relative severity of the consequences of not taking the medication, and the 

availability of alternatives for her anxiety medication. 

Case study #2 – High blood pressure vs. pain.  This person experienced a loss 

of coverage for going over the amount of covered prescriptions in a one-month time 

frame.  As a result, he had to make a decision regarding whether to acquire his 

medication for high blood pressure or for pain for the one-month period.  As he 

described it: 

Yeah, I had to choose my pain medication over my blood pressure 
medication for like 15 days because of the 5 prescriptions 

He did not really discuss the consequences of not taking one medication over not 

taking the other one, because the other two factors, the time period of need, and the 

perceived availability of alternatives were so dominant.  In the end, his perceived need 

for the pain medication was higher than that of his high blood pressure medication, so 

he chose to acquire and take the pain medication and use alternatives for his high blood 

pressure: 

Yeah, yeah, actually I had a couple of extra blood pressure pills and some 
water pills, so that would have helped keep it down some, so I didn’t have 
to be really pressed about it 

So, in this case, consequences of not taking the medication were not really 

considered, given the relative importance of the two other factors.  
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Case study #3 – High blood pressure vs. cholesterol.  This is an interesting 

situation because it compares two chronic conditions.  This person had just 

unexpectedly lost her insurance coverage, and she did not know when she would be 

able to get coverage again.   Regarding the consequences of not taking her high blood 

pressure medication, she said the following: 

Yes, it (blood pressure medication) will stop my headache.  It will help me to 
go to work. . . . Yeah, it will affect my job, because I feel the headache. . . . I 
feel the heaviness, I feel the sometimes dizziness   

Regarding the availability of alternatives, she states: 

Cholesterol I can cut down on food but I can’t cut down on my medication   

In addition, she stated the following regarding the consequences of not taking her 

cholesterol medication: 

Well, if I get it OK.  If not, it’s optional.   

Based on the relative consequences of not taking the medication, and the 

available alternatives, her perceived need for the blood pressure medication was higher 

than her perceived need for her cholesterol medication. 

These three case studies were shown to give one an idea of how, in situations 

where a person had to choose between two different medications, they calculated the 

perceived need of each one.  In these cases, it was the combination of at least two of 

the three identified factors contributed to this perceived need; note that not all three 

factors have to be involved for all decisions.  It just shows that people take into account 

more than one factor when determining the perceived need of a medication.   

People Seeking Help or Additional Resources 

Those who had a high enough perceived need actively went and sought out help.  

The most common form of help that was sought out was getting money from friends, 
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family members, or their local church.  Other people sought out programs that would get 

them coverage, and one person who asked for help was told where to go to get cheaper 

medications.  Each of these examples will be illustrated in detail below. 

Money from Friends/Family 

Several people went and asked friends and family members for monetary 

assistance to help pay for their prescriptions.  One person was trying to get a 

prescription for a special shampoo: 

But I like, put money together, I try my sister and go get it. 

With help from her sister, she was able to acquire the shampoo.  Another example 

is from someone who had high blood pressure, and needed additional money to pay for 

his medication: 

Well, I borrowed money to get it, till I got some insurance, I got a dollar 
here, 2 bucks here, you know what I’m saying. . . . Borrowed till I get what I 
want.  I still got it, but hey, it was costly. . . . I had to scrounge up money to 
get my medicine. 

As he states, this lasted for a while until he was able to get some third-party payer 

coverage.  Another person got unexpectedly dropped by his insurance company, and 

had to scramble to get the medication that he perceived that he needed: 

I borrowed money from friends trying to get my medicine, my pain 
medicine’s $119 a bottle. . . . Yeah, I, if it wasn’t for my friends I would 
have, I would have, I would have sank like a big ship. 

In all of these examples, money from friends or family was able to help them get 

their medications. 

Money from Church 

Some people were able to go to their local Church to get assistance.  In one 

example, a man was newly diagnosed with bronchitis, and was prescribed an inhaler.  
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He had insurance, but he had already used up his allotted five prescriptions per month, 

so he decided to ask his Church for help: 

It cost like 240 bucks, it was an inhaler, and I had to wait a few days.  
Finally, I went to my church and they helped me get it.  

In another example, a woman needed to get her anti-anxiety medicine.  Although it 

was relatively cheap, she still did not have any money to pay for it, so she went to her 

Church: 

Yeah, but actually I still had to go to my parish and ask them to help me get 
it, so, you know. . . . My church helped me get it.  They gave me a 20 dollar 
card, plus they paid me cash, and gave me like 10 dollars, you know I 
mean, I mean I’ve had people come, you know, here and there to help me 
out a little bit 

In both of these cases, the people actively sought out help for purchasing their 

prescriptions, and they were able to get it from their respective Churches. 

Location of Where to Go   

One person who was looking for help to pay for her prescriptions was told by a 

clinic worker where to go to get cheapest medication: 

when I ask them which like pharmacy is cheaper, they tell me Walmart, and 
I go to Walmart to get it. . . . Yeah, the last time it was fine, because it was 
costin’ me, I think it was 5 or 10 dollars. 

While the health care professional was not able to directly assist this person, at 

least they were able to point this person somewhere else where they could get help. 

Working More to Get Extra Cash 

This section is titled “seeking help or additional resources,” and this was one 

example of someone getting additional resources on their own.  One person felt a high 

perceived need for getting medication for his children, so he worked extra hours in order 

to obtain it: 
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And then I had 6 children, and 5 of them are grown, but I can remember 
times, I mean things I had to do to get their prescriptions filled.  It was just 
ridiculous . . . I had to work extra hours every day for a week sometimes, 
yeah, when they got sick. 

So, while this might not be thought of as “seeking help” in the traditional sense, he 

did do something pro-active to be able to purchase a prescription that he felt he had a 

high need for. 

Looking for a Program / General Assistance 

 Another way to seek help for obtaining a prescription (especially for a chronic 

condition) is to try and get into a program that will provide coverage for the long-term.  

This example is from the man above who had to “scrounge” up money to pay for 

prescriptions, and the doctors that he was going to were not providing any additional 

assistance.  Then he came to this clinic where the doctors helped with his therapy and 

got him enrolled in a program so that he could acquire his medications. 

I’ve only had two doctors, Dr. X and Dr. Y.  These were the only two that 
got my pressure down to a point, well I thank God for Dr. Y and Dr. X, 
because if it wasn’t for them, Dr. Y, if it wasn’t for them, I probably wouldn’t 
be here today, you know, like they was patient, giving me, you know, 
switching different medicines to find out which one is working right, and 
these medicines there, they’re working right. . . . Yeah, I can afford them 
(now), I can get them. . . . There is a special program (at the clinic), yeah, 
so I can get them. 

 Once he got into the program, he was able to acquire his prescriptions. 

Adequate Provision of Help 

In all of these examples, the perceived need was high enough for people to 

actively seek out some kind of assistance, or to gather additional resources to try to be 

able to acquire the desired prescription.  All but one of the people who actively sought 

out help were able to eventually acquire their prescription.  The one person who was not 

able to was the man who had his insurance coverage stopped unexpectedly.  He was 
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able to get money from family and friends to get some of his medications, but not all of 

them. 

I had to do without my anger medicine cause it’s like a thousand dollars 
(laughter) so I couldn’t afford that, I mean, I was doing everything I could 
possibly do to try to stay alive (laughter). 

Summary 

In summary, this section concerned itself with the type of help or additional 

resources that people sought out.  Most of the help that was sought was purely 

monetary, of “scrounging” up enough money to be able to purchase the prescription.  

There was also seeking out a program for long-term help, working extra to gather 

additional resources, and asking someone where to go to get a cheaper prescription.  

Only one person who sought out help did not receive it, because the amount of help that 

was needed was simply too much. 

Access Result 

As reported earlier, some of the people who initially reported CRN actually ended 

up with the desired prescription.  In order to get the prescription, they all had to have 

some kind of help, which they either knew about, sought after, or was offered to them.  

For the people who did not acquire their prescription, they either had to use an 

alternative or live without it.  The alternatives that were used have been previously 

discussed, but are summarized below:  

• Using an OTC medication 
• Using an alternative drug for a chronic condition 
• Using a similar drug borrowed from someone else 
• Stretching out the existing supply of medication 
• Using a natural medicine / remedy 
• Modifying one’s lifestyle 
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There were several who, by not seeking help, ultimately chose to live without the 

prescription or any of the above-mentioned alternatives.  Most of the disease states in 

which people lived without the prescription were those that either resolved themselves 

in a relatively short period of time, or were not that severe, both of these factors leading 

to a lower perceived need by the individual. 

And sometimes I just don’t have the money, so I don’t get it because it 
costs too much.  I don’t even have a credit card yet, I only have debit, so I 
just suffer the consequences. 

I just had to suffer through it. 

Well, I went to school one day and I was playing gym and, cause I have 
asthma so, I needed an inhaler and I didn’t have money to purchase it, so I 
went to CVS and they told me how much I had to pay for it, and that’s when 
I didn’t have enough to get it, so I just dealt with it. 

I couldn’t afford it and I just couldn’t take it, so . . . I didn’t take it.  And I just, 
I guess I don’t know what happened.  Everything went just fine after that 
but, I think I should have took it.  I think I should have. 

In all of these cases, it seemed that these individuals would rather have taken their 

medication than not take it, even if the consequences they had to suffer through were 

not as severe as with other conditions.   

Summary 

 In summary, there were two main factors that influenced whether or not a person 

initially acquired a desired medication. 

1. Help factors – either help was provided by someone else, or a person was willing 
to access known help 

2. Monetary factors –  a person’s willingness to pay was greater than the OOP cost 
of the prescription 
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Some of the people in this study were offered help or were willing to access known 

help, but most were not willing to pay the OOP cost of the prescription, so they then had 

to determine if they were going to seek out help.  This depended on two factors: 

1. Knowledge / belief that help is available 

2. The perceived level of need of the prescription, which in turn depended on three 
factors: 

a. Disease severity or severity of consequences of not taking the medication 
b. Time period of need 
c. Available alternatives 
 

Those with the belief that help did not exist did not seek out help to pay for their 

prescription, independent of their perceived need.  Those with a higher perceived need 

sought out help, while those with a lower perceived need did not seek out help. 

All but one of the people that sought out help eventually acquired their 

prescription, meaning that people who eventually acquired their prescriptions ended up 

falling into one of three categories: 

1. Those who were provided help by someone else 

2. Those who were willing to access known sources of help 

3. Those whose perceived need of the prescription was high enough such that they 
sought out help or additional resources, and who received enough help 

People who did not eventually acquire their prescription also fell into one of three 

categories: 

1. Those who did not believe that help existed 

2. Those whose perceived need of the prescription was not high enough such that 
they sought out help 

3. Those whose perceived need of the prescription was high enough such that they 
sought out help or additional resources, but did not receive enough help 

This new framework was intended to illustrate all of the factors mentioned above.  
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Figure 4-1. Framework showing factors affecting medication acquisition 



 

CHAPTER 5 
DISCUSSION 

This study was undertaken to better understand the circumstances surrounding a 

person not getting a prescription filled because of cost and to determine what other 

factors besides the cost came into consideration. While national-level survey research 

had identified various demographic characteristics and behaviors of those who reported 

CRN, they did not capture which factors were the most important for those making 

these decisions.   As the new framework illustrated in the previous chapter, factors were 

identified that affected the initial reporting of CRN, and additional factors were identified 

that affected the decisions that people made afterward in the hope of acquiring the 

desired medication.    

Sample 

One important caveat on the results is that the convenience sample was from a 

population that was different from the general population by key features, all of which 

would likely have an effect on the results.  First of all, this population knew that they had 

some kind of medical condition.  While this may seem obvious to most, consider all of 

the public health campaigns that exist solely to convince people to get screened to see 

if they have a condition.  The population for this study, however, had knowledge of 

whatever condition they had when they reported CRN.  This knowledge in itself 

separated the population of this study from the at large population. 

Secondly, with the knowledge of having a medical condition, this population 

actively sought out treatment of some kind, which does not necessarily happen with the 

population at large.  Similar to what was mentioned above, another goal of many public 

health campaigns and/or health education interventions is simply to get people to 
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actively seek out treatment for a known medical condition.  The population for this study 

obviously sought out treatment for their condition, or else they could not have ended up 

in a situation where they would have to report CRN.  In addition, this population sought 

out treatment at a clinic that catered to the under-insured; different experiences may 

have been described if recruitment took place at a clinic that served a population with a 

higher income and/or better insurance coverage. 

Finally, this population had a belief that medication could be used to improve 

whatever condition they had.  For those beginning a new therapy, when presented with 

a prescription (on which they would later report CRN), none of them immediately 

rejected the idea that the medication could help solve their problem.  For others trying to 

continue using a certain medication, they perceived that taking their medications had 

been effective with previous usage, so they wanted to continue to take them.  This 

differentiates them from the at large population, as there are many who reportedly 

discount medication outright based on cultural or other beliefs.  Therefore, it seems as 

though my sample is not representative of the population at large, which is the 

population commonly studied when doing national-level survey research. 

  This clarification is essential, because given the non-representativeness of 

qualitative research in general, one of the most important factors is to explicitly define 

the sample population from which you recruit, so that the results can be translated 

accordingly, and that other, possibly confirmatory, research can be carried out with a 

similar population. 

Dynamic Nature of CRN 

All of the people in this sample reported CRN, yet some people eventually were 

able to acquire the medications.  While this seems contradictory, it is still true in the 
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sense that there was an initial attempt made to acquire the medication which they were 

not able to do because of cost (leading them to report CRN), but then some were able 

to seek out and receive help, enabling them to acquire their medication.  Similarly, some 

people reported an episode where they were not able to acquire the medication, but 

then learned where to go to receive help, so that the next time they needed to acquire a 

prescription, they knew where to go and could acquire it.    

The point of these examples is to show that whether or not someone reports CRN 

can change over time, and that asking a dichotomous question about whether or not 

CRN has been reported within a certain time period may not be adequately representing 

what people are going through in terms of accessing medication.  A person reporting 

CRN could: 

1. Not have any more access problems because their coverage gap has ended 

2. Have borrowed money to acquire this prescription, but be uncertain about 
acquiring ones in the future 

3. Have learned about a clinic to receive help, so will probably not have access 
problems in the future 

4. Have not acquired this prescription, and because they do not believe that help is 
available, will probably not be able to acquire prescriptions in the future. 

Each of these alternatives occurred in the 21 people that were interviewed, and 

each represents a different kind of access problem that needs to be solved.  While they 

all reported CRN, it does not seem useful or helpful to simply consider that they belong 

in the same “bucket” (those who have reported CRN), since their experiences and 

needs are so varied.    
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Comparison with Other Frameworks 

As a starting-off point for this study, two different frameworks were considered that 

would be applicable to trying to describe this process, the framework of “factors 

influencing rates of cost-related medication underuse and other problems due to 

medication costs” by Piette et al. (2006a), and the Behavioral Model of Health Services 

Use by Andersen & Aday (Andersen & Davidson, 2007).  Bodies of literature in two 

other areas, medication adherence, and health behavior and education, were also 

considered as they were hypothesized to help explain what factors people would take 

into account that would lead them to obtain and use medication. 

Help Factors 

In the new framework, people were able to acquire their desired prescription if they 

were willing to access a known source of help, or if help was provided to them by 

someone else (a healthcare professional).  Neither the Piette et al. (2006a) nor the 

Andersen & Aday (Andersen & Davidson, 2007) frameworks mention anything that is 

similar to the concept of being willing to access a known source of help.  While both 

frameworks mention effects of the larger health system in general, neither seem to take 

into account sources of assistance that would be known to patients that exist for those 

mostly without third-party coverage, such as a local clinic or a hospital outpatient 

pharmacy program, two sources mentioned in this study.  Knowledge of these programs 

and willingness to access them had a pronounced effect on whether or not someone 

was able to get their prescription, so this factor should probably be included in any 

framework regarding medication access for this kind of population. 

 The other help factor was that of help being provided by someone else, in this 

case the prescribing physician, who either offered samples or referred people to a 
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program.  Piette et al (2006a) allude to this as a “clinician factor,” whereby the clinician 

is able to help someone acquire their prescription.  Having a clinician provide help is not 

explicitly mentioned in the Andersen & Aday (Andersen & Davidson, 2007) framework, 

but would probably be considered an enabling factor, thus enabling people to access 

their medication. 

Monetary Factors 

The other important set of factors that affected whether or not someone initially 

reported CRN was monetary factors.  Unsurprisingly, similar factors exist in both the 

Piette et al. (2006a) and Andersen & Aday (Andersen & Davidson, 2007) frameworks.  

Piette et al. (2006a) refer to these as “financial pressures,” which include the factors of 

income, Rx coverage, OOP Rx costs, and other health costs.  These factors are very 

similar to the ones that were developed in this framework; the OOP Rx cost depended 

on Rx coverage and issues with coverage, and the willingness to pay depended on 

income and other costs in general (not just health costs).  The Andersen & Aday 

(Andersen & Davidson, 2007) framework includes income as a predisposing 

demographic factor, and Rx coverage as an enabling financial factor. 

The biggest aspect of monetary factors that is different within the new framework 

is the issue of problems with existing Rx coverage.  People in this study had various 

issues with their existing Rx coverage that directly affected their ability to acquire their 

prescriptions.  These issues included: 

• A gap in coverage for moving, switching jobs, or administrative problem 
• A limit in the number of prescriptions covered 
• Delayed reimbursement for covered prescriptions 
• A stop of coverage for no apparent reason 
• A co-pay that was still too high even with coverage 
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Perceived Need 

In the new framework, after individuals are initially not able to acquire their desired 

prescription, the extent of their perceived need influences whether or not they will seek 

help for acquiring the prescription.  In a sense this perceived need is re-evaluated; in 

other words, they had some amount of perceived need when obtaining the original 

prescription, but once they initially cannot acquire it, they evaluate how much they really 

need it.  Everybody had a high enough initial perceived need to acquire the paper 

prescription in the first place, but this perceived need potentially changed once they 

could not initially acquire the medication. 

Perceived need is mentioned in both the Piette et al (2006a) and Andersen & Aday 

(Andersen & Davidson, 2007) frameworks as having an effect on accessing medication.  

However, it is unclear whether these frameworks are referring to a person’s perceived 

need when obtaining their paper prescription, or their re-evaluated perceived need after 

they could not acquire the medication.   Therefore, the perceived need used in this 

framework (one that is re-evaluated after the medication has initially not been obtained) 

may be different from the perceived need in these other frameworks. 

 In the new framework, perceived need depended on three major factors: 

• Perceived consequences of not taking Rx 
• Time period of need 
• Perceived availability of alternatives 
 
 The idea of people taking into account the severity of consequences of not taking their 

medication is a common one in the frameworks and bodies of literature examining 

medication use in patients.  In the Piette et al. framework (2006a), constructs that refer 

to a similar concept include “perceived need,” “effect on current HRQL,” and “effect on 
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life expectancy.”  In the Andersen & Aday framework (Andersen & Davidson, 2007), this 

is captured by the constructs of “perceived need” and “perceived health.”  The Health 

Belief Model (Rosenstock, 1966; Janz & Becker, 1984) has a construct labeled 

“perceived severity.”  Social Cognitive Theory (Bandura, 1986) includes “outcome 

expectations” and “knowledge of health risks.”  The Theory of Reasoned Action / Theory 

of Planned Behavior (Fishbein & Ajzen 1975) has the concept “belief about the outcome 

of the behavior.”    In essence, this factor is not new, and is comparable to many 

constructs that already exist.  Given this, it is not surprising that people took severity of 

consequences of not taking the medication into account when determining their 

perceived need for the medication. 

For the individuals of this sample who had chronic high blood pressure, the 

perceived severity of the consequences of not taking their blood pressure medication 

was extremely high, leading to a higher perceived need for the medication than many of 

those for more acute conditions.  Piette et al. (2006b) reported a similar finding in that, 

when faced with cost pressures, people are more likely to forgo symptom-relief 

medication, as opposed to preventive medication for chronic diseases.  This was also 

shown in general adherence literature (Jin, Sklar, Min Sen Oh, & Chuen Li,  2008) that 

people who believe that consequences of not taking medication are severe are more 

likely to be adherent, thus would exhibit a higher perceived need for the medication.  

So, it seems as though the belief in the severity of the consequences for not taking 

medication is an essential factor when people are re-evaluating their perceived need for 

the medication after not being able to initially acquire it. 
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The two other factors that influenced perceived need, time period of need and 

perceived availability of alternatives, have not been mentioned in either the Piette et al. 

(2006) or the Andersen & Aday (Andersen & Davidson, 2007) frameworks as having an 

influence as to whether or not someone reported CRN.  This represents yet another 

way in which the new framework is different from these others that attempt to explain 

CRN. 

The time period of need referred to the amount of time for which medication was 

needed.  This was manifested in two different situations: a person had a gap in Rx 

coverage for a known period of time, or a person had a condition that would be 

expected to be resolved in a short amount of time.  Those experiencing a gap in Rx 

coverage for a known period of time usually had chronic conditions where they had 

been taking the medication for a while before experiencing this gap.  Since they knew 

that they may only be without medication for a finite period, less than 30 days for the 

people in this study, their perceived need for the medication was different than if they 

knew that they were going to be without their chronic medication for a long time.  So, 

even if they had a condition for which they believed the consequences of not taking the 

medication would be severe, their perceived need for the medication was not as high 

since they knew that Rx coverage that would help pay for their medication would be 

available in a known period of time. 

Some people had a condition that would be expected to resolve in a short amount 

of time, such as an infection.  All of these people seemed to believe that the 

consequences of not taking medication would be severe at least in the short term, yet 

some of them did not have a high enough of a perceived need to seek out help to 

105 



 

purchase their medication.  On the other hand, all people who had chronic conditions 

where they believed that the consequences of not taking the medication would be 

severe had a high enough perceived need that they ended up seeking out help.   

Although the people who did not seek out help were not asked explicitly if their time 

period of need affected their perceived need, the time period of need was the only 

apparent factor that would seemed to account for their lower perceived need.  Future 

research should attempt to determine if people with acute conditions that are expected 

to resolve in a short amount of time take this time period of need into account when 

determining perceived need. 

Another major factor, that of the alternatives that are available, has not been 

explored in depth in either the Piette et al. (2006a) or Andersen & Aday (Andersen & 

Davidson, 2007) frameworks geared toward attempting to explain CRN.,  However, 

availability of alternatives has been mentioned in the adherence literature (Pound et al., 

2005) in a similar way as defined in this study.  The alternatives that people mentioned 

were not intended to substitute for the medication; no one seemed naïve enough to 

believe this.  Nor were they necessarily thought of as minimally acceptable alternatives, 

because in some cases they were not seen to be acceptable.  Rather, it was more of 

the idea that if a person has a choice of using an alternative, this could affect their level 

of perceived need of a more expensive medication.  Pain was one example of a 

condition where people thought that there were relatively cheap, although sub-optimal, 

alternatives.  A person is in pain, and is presented with a prescription that they cannot 

afford.  There is however, an OTC product that can possibly reduce pain, but probably 

not as effectively.  Knowing that this alternative is available therefore reduces their 

106 



 

perceived need for the prescription medication, so they do not seek help to acquire it, 

and they use the OTC product instead.  Another example was for chronic conditions in 

which the condition could possibly be improved by lifestyle modifications, such as high 

cholesterol.  Instead of trying to pay for an expensive medication, people figured that 

they could get some benefit from improving their diet or exercising more, so their 

perceived need for medication was lower.  Again, people believed that these 

alternatives were sub-optimal; however, knowing that the alternatives were available 

seemed to decrease their level of perceived need for the prescription medication. 

Knowledge / Belief that Help is Available 

 Neither the Piette et al. (2006a) nor the Andersen & Aday (Andersen & Davidson, 

2007) framework suggest that the knowledge or belief that help is available play any 

part in whether or not CRN is reported.  The Piette et al. (2006a) framework mentions 

sociocultural influences, but this is geared more towards general medication beliefs.  

Similarly, individual predisposing beliefs in the Andersen & Aday (Andersen & Davidson, 

2007) framework also seem to refer to general medication beliefs.  No beliefs about the 

availability of assistance to acquire medication seem to be mentioned in either 

framework. 

Seeking Help or Additional Resources 

 In the new framework, seeking help to acquire a medication is a response to 

initially not being able to acquire a medication.  The two major frameworks with which 

this new framework is being compared do not have this “response” step, so it is not 

surprising that seeking help to acquire a medication does not appear in them.   In 

essence, the Piette et al. (2006a) and the Andersen & Aday (Andersen & Davidson, 

2007) frameworks only examine the factors that lead up to the initial reporting of CRN.  
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In the new framework, seeking help was shown to be the key factor of whether or not 

someone was able to eventually acquire their medication.  But, since it only happens 

after the prescription is initially not acquired, there is no real comparison that can be 

made with the other frameworks. 

Factors Not Having an Effect in the New Framework 

It was postulated that some of the factors that affect adherence to medication (that 

has already been acquired) would affect whether or not a person reported CRN, even 

though CRN is a condition that affects access to medication and not whether or not it is 

utilized given that there is access.  For example, a person is taking a medication for a 

chronic disease and needs to pay $10 to get a refill.  This person does not like the side 

effects, so he or she does not purchase the refill.  When asked if he or she has 

experienced CRN, this person could report “yes,” even though the cost of the 

medication was of secondary importance in this person’s decision making process.  

Several factors that affect adherence to medication as mentioned by Pound et al. (2005) 

include: 

• They weigh the benefits vs. the adverse effects of the drug 
• Taking the medicine does not fit in their daily routine 
• They are naïve scientists – they try it or stop it, and see what works best 
• Their condition is improving 
• They can’t tell the difference 
• They substitute with something else 
• They don’t like medicine in general 
• A negative self-identity comes from taking the drug 
• They are worried about addiction 
 

Only one of these factors, substituting with something else, was similar to a factor 

in the new framework, perceived availability of alternatives.  This factor only came into 

play when the person responded to not being able to initially acquire their medication, 
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thus did not impact whether or not they initially acquired it (where CRN would be 

reported).  In addition, there was no mention of side effects, or of not liking an effective 

drug.  Many were believers in using medication in general to solve their problems.  

There were some who were not; while they acknowledged that they did not like to take 

medication in general, they realized that they needed to continue taking a specific 

medication in order to maintain their quality of life.   

Other therapy-related factors that affect adherence are mentioned both by Piette 

et al. (2006a) and by Jin, Sklar et al. (2008) which include the following: 

• Route of administration 
• Treatment complexity 
• Duration of the treatment period 
• Taste of the medication 
• Requirements for drug storage 
 

None of these factors were mentioned by any of the people interviewed.  In 

general, once people acquired their medication, they reported being happy to take it.  

So, in summary, it did not seem as though many of these factors that affect whether 

someone utilizes a medication affects whether or not someone accesses it.  One of the 

major objectives of this research study was to determine if any of the above mentioned 

utilization-related factors, in combination with monetary factors, led people to not 

acquire their medication and report that the medication was not acquired because of the 

cost.  The results of this research, however, tended to show that, unless help was 

provided or if someone was willing to access known help to get their medication, 

whether or not someone acquired their medication initially depended solely on monetary 

factors. 
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Summary 

While there are some similarities with the Piette et al. (2006a) and the Andersen & 

Aday (Andersen & Davidson, 2007) frameworks, the new framework does contain many 

notable differences.  The most obvious one is that CRN is seen as a more dynamic 

process; conditions change over time, so it should not be thought of as just a one-time 

event.  Also, many factors related to the utilization of drugs, such as side effects or 

concerns about drug effectiveness, do not appear to be a factor in whether or not 

someone acquires a prescription in situations when they report CRN.  In addition, the 

key factor in whether or not someone acquired their prescription was whether or not 

they received help.  Finally, one’s perceived need for the prescription not only took into 

account the perceived severity of not taking it, but also the time period for which the 

prescription was needed and the perceived availability of alternatives for this period of 

time. This new framework gives a clearer understanding of the factors that affect 

whether CRN is reported in the first place, and the factors that affect whether or not 

people eventually acquire their medication. 

Implications 

There are implications from this research regarding how physicians’ and 

pharmacists’ practice could change to help more people acquire their prescriptions, how 

health care policy could be shaped to help this population, and how future research in 

this general area could be improved.  Each of these is discussed in detail below. 

Practice Implications 

The key factor of whether or not a person with a potential problem of not acquiring 

medication because of cost ultimately acquired their medication is whether or not they 
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received help.  There were three specific ways in which people is this study received 

help: 

1. Help was offered by a physician based on being aware of the patient’s financial 
situation at the time the medication was needed.  Specific questions were not 
asked regarding how the physician became aware of this, but they offered 
assistance on the spot to help the patient acquire their medication.  This was 
described as the physician taking a more “active” role in offering help. 

2. The patient actively sought out help (or acquired additional resources) in response 
to not being able to initially acquire the medication.  They sought out help from a 
variety of sources, including health care professionals. 

3. At some point, the patient learned about a clinic or a hospital outpatient program 
where they could obtain medication because of a more reasonable OOP cost.  
The people interviewed in this study learned about these programs based on 
previous experiences or by learning from others 

Health care professionals can play an important role in each of the different 

scenarios.  In the first, the health care professional is actively trying to help the patient 

acquire their medication, based on their knowledge of the situation.  In the second, a 

patient is asking the health care professional for help, and the health care professional 

may provide it.  In the third, a patient can learn about a program from a health care 

professional. 

Since health care professionals can play such an important role in whether or not 

a patient receives help to acquire their medication, it makes sense to examine how 

different types of health care professionals can help, and what the best help is that they 

can provide.  Underlying this discussion is the realization that the current health care 

system in the United States is disjointed, with no one “entity” being responsible for an 

individual’s care.  Therefore, any assistance that could be provided by health care 

professionals would have to occur with the initiative of the individual, or possibly on the 

level of the clinic, practice, or pharmacy.  In addition, health care professionals may not 
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have the necessary amount of information, resources, or incentives to provide the 

necessary assistance.  In spite of all this, the roles of the two types of health care 

professionals that are integral to the process of receiving medication and would seem to 

have the best opportunities to provide help in acquiring medication, physicians and 

pharmacists, will be examined. 

Physicians 

Physicians are the ones who come in contact with the patient, diagnose the 

medical problem, and develop the therapeutic plan to alleviate it, often with the 

involvement of medication.  This puts the physician in place to be able to assist the 

patient right away; unfortunately, this role of ensuring that patients are able to acquire 

their medication is one that most physicians are not used to and have never really been 

trained to perform, even though the AMA (2009) code of ethics, policy H-110.997 (Cost 

of Prescription Drugs) states that “all patients must have access to all prescription drugs 

necessary to treat their illnesses.”  First of all, physicians are not very good at identifying 

which patients might need some kind of financial help.   Alexander, Casalino, & Meltzer 

(2003) report that even though both physicians (65%) and patients (63%) want to talk 

about medication costs, it rarely happens (85% of patients reported that it never did).    

Similarly, as Heisler, Wagner, & Piette (2004c) point out, physicians do not know which 

patients have problems paying for their medications.     However, maybe it is not just the 

physician’s failure to pro-actively ask patients about financial issues; Piette et al. 

(2004d) reported that only 33% of patients who had problems paying for their 

medications spoke with their doctors about costs.  So, it seems that physicians are 

simply unaware that paying for medication is a problem for some of their patients, so 

that talking to their patients about cost issues and figuring out the best way to help them 
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acquire the desired medication is not a role that many physicians currently know how to 

fulfill. 

One of the reasons behind this may be that physicians do not know what they can 

do to help people with financial problems, (Heisler et al., 2004c).  This was the finding 

reported by Reichert, Simon, & Halm (2000), in which 88% of physicians thought one 

should take cost into account when prescribing medication, but 80% did not know how 

much drugs cost, thus they did not feel equipped to help patients with cost problems.  In 

reality, however, there are some fairly easy steps that physicians can take to help make 

medication more affordable for patients.  As summarized by Alexander & Tseng (2004), 

some basic help can be given as follows: 

• Switch to a generic, if available 
• Stop non-essential medications 
• Give samples to provide access for a brief period of time 
• Prescribe a larger dose and teach the patient to split pills 
• Refer the patient to an assistance program 
• Encourage the patient to shop around for the best price 
 

In this study, physicians who pro-actively offered help to patients in acquiring their 

medication used two of the strategies above: providing samples and referring to a 

program.  Since some physicians are able to provide assistance to patients in order to 

acquire their medication, maybe it would be a good idea to train all physicians to screen 

for problems related to inability to afford prescribed therapy and to provide assistance 

and referrals when problems are identified.  Unfortunately, this is not part of the current 

training of physicians, and as Korn, Reichert, Simon, & Halm (2003) report, it is 

challenging to get physicians to change their prescribing patterns to make it easier for 

patients to acquire their medication.  After an educational intervention that was 

designed to teach doctors about medication  costs and how insurance coverage 
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impacts patient cost, the number of physicians who asked patients about cost only went 

from 22% to 27%.  Training physicians to provide this kind of help, therefore, might not 

be the most feasible solution unless it is ingrained in physicians during their training that 

this is a necessary component of working up a patient and devising a therapeutic plan. 

In summary, physicians are not used to providing help to patients in terms of the 

patients being able to acquire their medication.  While there are some relatively 

straightforward strategies that can be implemented, this has not been a role that 

physicians are trained for, and training them to change their behavior can be difficult, so 

it would be difficult to rely on physicians to assist people in making sure they can 

acquire their medication.  Whatever help they can provide will obviously be beneficial, 

but in the short term one should not expect physicians to offer this kind of help on a 

regular basis. 

Pharmacists 

Pharmacists are obviously an integral part of the drug delivery system, as they 

have to endorse every prescription that is filled, and also are typically present when a 

prescription is dispensed to the patient (with the exception of mail-order or online 

pharmacies).   Even though the traditional role of the pharmacist does not include 

providing assistance such that people can acquire their prescriptions (as evidenced by 

none of the study participants reporting that they received help from a pharmacist), 

pharmacists, given their unique skill set and function in delivery system, seem poised to 

provide assistance to those who are not able to acquire their prescriptions because of 

cost in several key ways.  

First of all, pharmacists can more easily spot the problem as it occurs.  Since the 

pharmacist is present when a person is purchasing their prescription, if the person 
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cannot acquire the prescription because of cost, the pharmacist can be cognizant of the 

situation immediately.  This is an obvious but important step; whereas physicians mostly 

prescribe and then go on to the next patient, the pharmacist is present when the 

purchase is attempted, thus is able to learn immediately of any problems.  

Next, given their greater knowledge of drugs and appropriate cheaper alternatives, 

pharmacists have the potential to act as better cost agents for patients, and can use this 

knowledge to make appropriate dispensing decisions directly to the patient (Mott & 

Cline, 2002; Suh, 1999).  The most obvious knowledge that pharmacists have is of 

cheaper generic drugs, something that most physicians do not have general knowledge 

of (Banahan 3rd & Kolassa, 1997, Hellerstein, 1998), especially considering that 

physicians are bombarded with information and gifts from the pharmaceutical industry 

which promote their high money-making brand name drugs (Wazana 2000).  Besides 

knowing about generic alternatives, pharmacists also have the knowledge and skills to 

communicate either with physicians or insurance providers about switching to a cheaper 

alternative drug.  Therefore, especially compared with physicians, pharmacists are more 

able to recommend a cheaper alternative.  

Pharmacists who are willing to put in more effort are able to provide other ways to 

help patients acquire their medication.  Many interventions have been attempted by 

pharmacists to increase access to medications for the medically indigent, usually 

through assisting with manufacturer assistance programs (Hotchkiss, Pearson, & 

Lisitano, 1998; Mounts, Ringenberg, Rhees, & Partridge, 2005; Prutting, Cerveny, 

MacFarlane, & Wiley, 1998), setting up a 340B pharmacy (through the US Public Health 

Service) to provide cheaper drugs (Dent, Stratton, & Cochran, 2002), or to provide 
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general counseling to help the patients in the most expedient direction to cheaper drugs 

(Brahm, Palmer, Williams, & Clancy, 2007; Weiner, Dischler, & Horvitz, 2001).  

Admittedly, these types of interventions would require more effort, but this is something 

that pharmacists are able to do to help patients acquire their medications. 

Finally, the simplest thing that pharmacists (and any appropriate people that 

interact with prospective medication buyers at a pharmacy) can do is to learn about 

what local programs are available, and to pass on a name, phone number, or website 

for the person to get more information.  In many cases, this can be as simple as telling 

the person about something as straightforward as dialing 211, the relatively new 

national phone number for general social services, which can then guide people to 

appropriate services.  At this point, the pharmacist (or relevant person) does not have to 

help people directly, but should at least be able to pass along a phone number to an 

organization that can provide help.    It was disheartening to hear people tell about when 

they went to a pharmacy to try to acquire a medication that was more than they were 

willing to pay and to be told something along the lines of “it is what it is” or “there’s 

nothing I can do.”  The very least that pharmacies should do for these people is to give 

them a phone number. 

In summary, it seems that pharmacists (and the profession of pharmacy in 

general) can do a lot to provide help to those who are not acquiring their medications 

because of cost.  Pharmacists are present for every purchase in a community outlet, so 

should be able to easily determine if there is a problem.   Pharmacists have a unique 

skill set that enables them to act as better cost agents for patients, namely they know 

about cheaper alternatives and costs in general.  Finally, any time that people are not 
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acquiring a prescription because of cost, the relevant person at the pharmacy can do at 

least the minimum of forwarding information about sources of help.  Until the disjointed 

health care system changes and assistance to acquire medication can be given via 

more system-level interventions, it seems as though pharmacists have the potential to 

provide assistance to these people who are not acquiring their prescriptions because of 

cost. 

Policy Implications 

One of the factors that influenced a person’s perceived need for the medication 

after they were not able to initially acquire it was the time period of need for the 

medication.  Specifically, those who had a shorter time period of need, because of 

either a known, finite coverage gap or because they had a medical condition that would 

be expected to resolve in a short period of time, seemed to have a lower perceived 

need for their medication.  

From a policy perspective, it was interesting to observe that this time period of 

need was rather short for many of the people to whom this applied, measured in weeks 

or at most a month.  These coverage gaps seem smaller than those typically reported 

by those not having insurance for a certain period of time.  One Kaiser Family 

Foundation (KFF) general report on the uninsured (2008) stated that only 17% of the 

uninsured say that they have been uninsured for <6 months.  Another KFF report 

concentrating on the length of coverage gaps (Haley & Zuckerman, 2003) stated that 

only 20% of those reporting being uninsured at some point in the last 12 months were 

uninsured 5 months or less, and thus concludes “the uninsured are not largely 

composed of people experiencing short-term gaps in coverage.”   It seems as though 

the length of the coverage gap may be another way in which this sample population is 
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different from the population at large.  On the other hand, it could also be that a certain 

percent of those without coverage have no medical conditions and so may not be as 

motivated to obtain insurance for prescription medications. 

Regardless, one major policy implication is that providing short-term assistance 

(≤30 days) would have helped many of the people in this study, in many cases 

eliminating the situation in which CRN was reported.  Assisting people with a subsidized 

30 day supply of their medication would have bridged the coverage gap for those who 

reported one.  In addition, this subsidized 30 day supply would have also helped those 

who did not acquire medication for their viral infections, which usually manifest 

themselves in a shorter period of time.  For those who need additional coverage beyond 

30 days, this first 30 day period could give people a buffer zone for finding help, by any 

of the means listed previously.  Based on this study, it seems as though providing a 

subsidized 30 day supply of the needed medication could have a huge and positive 

impact for those reporting CRN. 

Research Implications 

For those performing general health policy research, several implications resulted 

from this study.  Each of them is discussed below. 

Insurance does not necessarily equal access 

As described above, people in this study had various issues with their existing Rx 

coverage that directly affected their ability to acquire their prescriptions.  These issues 

included: 

• A gap in coverage for moving, switching jobs, or administrative problem 
• A limit in the number of prescriptions covered 
• Delayed reimbursement for covered prescriptions 
• A stop in coverage for no apparent reason 
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• A co-pay still too high with coverage 
 

People experiencing these issues would all report that they have existing Rx 

coverage, yet still also report CRN.  Therefore, simply having Rx coverage is not 

enough to enable access to prescriptions; one must have “issue-free” access.  As 

mentioned in Chapter 2, many studies (Smith & Kirking, 1999; Stockwell et al., 1994; 

Fillenbaum et al., 1993; Sleath et al., 2004) using the Andersen & Aday (Andersen & 

Davidson, 2007) framework used having insurance as a proxy for “having access to 

medication.”  This research suggests that this may be a mistaken assumption, since 

many of these people had insurance coverage yet still could not acquire their 

prescriptions. 

Access related factors and other utilization related factors 

As mentioned previously, it did not seem as though many of the factors that affect 

whether someone actually utilizes a medication affects whether or not someone 

accesses it.  For this reason, it may make sense in future research dealing with 

medication use to separate out the stages of access and actual utilization.  Clearly, in 

order for a medication to be utilized properly, it first must be accessed, then utilized.  

However, it seems as though there are different factors that affect whether or not 

someone is able to access medication and then, once accessed, whether or not 

someone utilizes the medication.  For example, monetary factors influence whether or 

not a medication is accessible, but may not affect how someone utilizes the medication 

after it has been acquired.  Similarly, worries about side effects do not seem to affect 

whether or not the medication is accessed, but do seem to affect whether someone 

utilizes a medication.  Combining both access-related and other utilization-related 

factors in one framework, as both the Piette et al. (2006a) and the Andersen & Aday 
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(Andersen & Davidson, 2007) frameworks do, therefore makes it harder to gain a 

complete understanding of each of these two different stages of the medication use 

process.  This new framework will hopefully provide the foundation for future research 

that will concern itself solely with medication access; new, separate frameworks can 

then be developed that concern themselves with medication utilization that assumes the 

medication has already been accessed. 

CRN is not a one-time, dichotomous event 

 As mentioned earlier, all of the study subjects reported CRN.  However, it does 

not seem useful to consider that they belong in the same “bucket” (those who have 

reported CRN), since their experiences and needs are so varied.  For this reason, future 

survey-level research should probably avoid only asking a single yes/no question about 

whether or not CRN occurred, and design follow-up questions that can better tease out 

the dynamic characteristic of CRN.  For example, additional questions such as the ones 

below (after being revised to be proven valid and reliable) would help policy makers 

learn more about this population in order to better shape policies: 

1. How many different prescription medications did you not get filled in the last 3 
months because you could not afford them? 

2. The last time you experienced not getting a prescription filled because of cost, 
did you eventually acquire the medication? 

3. If so, how long were you without your medication? (code responses in ordinal 
categories from one day to over a month) 

4. Will you have problems acquiring prescriptions in the future? 

The first question would give policy makers an idea of how frequently CRN 

episodes are occurring for those who are reporting at least one episode (from the initial 

yes/no question).  This would give insight as to whether or not a sample person keeps 
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experiencing CRN over and over again, or if it for just a one-time event.  Different 

policies would be designed based on these different situations. 

As this study showed, many people who reported CRN eventually acquired their 

prescription.  This second question would give some insight as to what percentage of 

people reporting CRN are eventually acquiring their prescriptions; this percentage would 

influence the type of policy created to help this population. 

For those who eventually acquired the prescription, the third question regarding a 

person’s time period of need would give policy-makers an idea on the extent of short-

term assistance necessary to help people bridge the gap until they can acquire their 

prescriptions.  As mentioned earlier, many people reporting CRN only needed 

assistance for a relatively short period of time (≤30 days), due to having a condition that 

would be expected to resolve itself in a short period of time (a viral infection or cute pain 

episode) or experiencing a known gap in coverage.  Answers to the third question would 

give policy makers a better idea whether or not the results from this study (≤30 days) 

are possibly generalizable for a larger population. 

Some of the people who reported CRN for this study would not be expected to 

have problems acquiring prescriptions in the future, because their coverage gap had 

ended, or because they had found a clinic or program that they would access when 

needing prescriptions.  Answers to the fourth question would give information regarding 

what percentage of the people who originally report CRN would likely not report CRN in 

future situations, giving a clearer picture of the true extent of the problem of CRN. 

The list of questions above is just a preliminary attempt and is not intended to be 

exhaustive, but the answers to these questions (in addition to the initial yes/no question 
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regarding CRN that is currently used) can be used to gain some insight on this 

population reporting CRN, and hopefully affect policy. 

Limitations 

There are many limitations that apply to any kind of qualitative research, namely 

that the sample is necessarily not representative, the data collected not reproducible, 

and the coding and analysis dependent on the researcher.  While nothing can be done 

regarding the sample and the data collection, another researcher was brought in to 

independently code and analyze the data with issues resolved by a third researcher, 

which improves the validity and reliability of the results.  Having independent 

researchers brought in also helps to ensure that the process of grounded theory was 

followed, such that the theory formed must be grounded in the data that were collected. 

 Another limitation is that the investigator, as the only recruiter of study 

participants and the only interviewer, may have been biased in who he attempted to 

recruit, and how he directed the interviews.  The age and racial distributions of the 

participants that were recruited are diverse, but he still could have shown some 

unconscious bias by taking a glance at the people in the waiting room and then 

choosing when to go to recruit patients.  Regarding the interviews, whatever deviations 

he did take were at least known to the independent researcher that coded and analyzed 

the data. 

 It may also have been desirable to recruit more people with higher incomes 

and/or better insurance.  The clinic was chosen as a place to recruit because it seemed 

like a location where people who would be likely to report CRN would show up on a 

consistent basis.  However, other studies have shown that those with higher incomes 
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also report CRN.  There did not seem to be a convenient and efficient way to target 

these people, so more focus was placed on the population of this particular clinic. 

Summary of Conclusions and Implications 

The following points highlight what was learned in this study and include potential 

avenues for further research: 

Conclusions 

Dynamic nature of CRN 

In the current literature, CRN is usually treated as a one-time event, determined by 

a yes/no question.  This research showed that some who reported not acquiring a 

prescription because of cost actually ended up acquiring the prescription.  Some were 

able to get into a program or discovered a clinic where they could get lower-priced 

prescriptions, such that CRN will be unlikely to be reported in the future.  The new 

framework better describes the phenomenon, and should hopefully help guide future 

research in this field. 

Getting help (or additional resources) was the difference between getting and not 
getting the prescription 

The people who eventually acquired their prescriptions received help in one of the 

following three ways: 

1. They were provided help by someone else 

2. They were willing to access known sources of help 

3. They had a perceived need of the prescription that was high enough such that 
they sought out help or additional resources, and received enough help 

If no help is provided or willingly accessed, initial prescription acquisition depends 

on monetary factors – without help, only monetary factors influenced whether or not the 

prescription was acquired (i.e. the willingness to pay was greater than the OOP cost).  
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The OOP cost was mostly dependent on whether or not one had third party drug 

coverage, and whether there were issues with the coverage that provided barriers to 

access.  People reported being willing to pay something (on the order of $5-$20) for 

their prescription even in situations where they reported CRN. 

Access not affected by other utilization-related factors 

Many factors have been shown in the adherence literature as having an effect on 

utilization; in this study, none of these previously mentioned factors, such as general 

medication beliefs, affected whether or not one acquired the prescription. 

Perceived need was based on three factors 

In this study, level of perceived need for the medication was shown to be an 

important factor in determining whether or not someone sought out help to pay for their 

prescription.  Perceived need was dependent on the combination of three factors: 

1. Perceived consequences of not taking the medication 
2. Time period of need 
3. Perceived availability of alternatives 
 

One of these factors, the time period of need, has not been previously shown to 

affect one’s perceived level of need for the medication.  People doing research using a 

similar construct as perceived need should take these three factors into account. 

Implications 

Future research should distinguish between access and other utilization related 
factors 

The drug use process consists of first accessing the drug, and then utilizing the 

drug once it has been accessed.  There are some factors that have been shown to 

affect access (income, third party coverage, etc.) that do not affect utilization, and there 

are other factors (see list above) that have been shown to affect utilization, but do not 
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affect access.  Future research that examines the drug use process should consider 

drug access and drug utilization as two separate and sequential stages, and clarify 

which factors affect each stage. 

Insurance does not necessarily mean access 

In previous health care utilization research, especially research that uses the 

Behavioral Model of Health Services Use by Andersen & Aday (Andersen & Davidson 

2007) as a conceptual framework, simply having insurance is equated with having 

access.  This study showed that many people who reported having insurance had 

issues with their insurance that affected their access, including having a gap in 

coverage, the coverage stopping unexpectedly, the drug not being covered, delayed 

reimbursement, there being a limit on how many drugs will be covered, and the OOP 

still being more than one’s willingness to pay even with coverage.  Care should be taken 

to ensure that having insurance really does equate to having access. 

Short-term solutions 

Many of the people who reported not acquiring a prescription because of cost only 

needed medication for a short period of time (less than or equal to a month), either 

because of a short gap in coverage, or because they had a medical condition which 

would be expected to resolve itself in a short period of time (such as a viral infection or 

a one-time, acute pain episode).  Any policy or program designed to help someone 

acquire just a month-long supply of medication would seemingly help many people. 

Physicians can offer help, but should not be relied upon to do so 

In this study, two people reported that physicians helped them acquire their 

medication, one by offering samples, another by referral to a program.  While it was 

good that these physicians offered to help, many physicians do not have the knowledge 
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about drug prices, and generally do not consider price (or other access issues) when 

developing a therapeutic plan for the patient, so it would be difficult to rely on physicians 

to try and improve people’s access to medication. 

Pharmacists are in a unique position and have a unique skill set to help people 
acquire their prescriptions 

Pharmacists have the potential to help people acquire their medications.  First of 

all, they are usually present when a person initially does not acquire their prescription, 

so they are aware of the problem as it happens.  Next, given their greater knowledge of 

drugs and appropriate cheaper alternatives, pharmacists have the potential to act as 

better cost agents for patients.  They are in a position to communicate directly with a 

physician or insurance company to come up with the most appropriate and cost-

effective solution.  Finally, since they are present when the problem occurs, they can at 

least provide some information (such as a phone number or website) so that the person 

has somewhere to go to attempt to get help.   Until the disjointed health care system 

changes and assistance to acquire medication can be given via more system-level 

interventions, it seems as though pharmacists have both the unique position and skill 

set to provide assistance to these people who are not acquiring their prescriptions 

because of cost. 

Summary 

This research was undertaken to gain a better understanding of situations in which 

people report not acquiring a prescription because of cost.  It is hoped that the new 

framework, coupled along with other results, will enable future researchers to do a 

better job in identifying the problems that need to be solved, and coming up with 

appropriate solutions to eventually increase access to medications for this population.



 

 

APPENDIX – INTERVIEW GUIDE 

Section 1 – General experiences with and without CRN 

Experience with underusing medication because of cost 

1. Please describe the situation where you did not get a prescription filled (or space it 
out, or not refill, as appropriate. 

2. Why did you not have it filled (or space it out, or not refill, as appropriate)? 

3. Were there any other reasons, in addition to cost, that affected your decision?  

Price / Value 

1. How much did the prescription cost?? 

2. At what price would you have purchased it? 

3. What did you do to try to reduce the price? 

4. What assistance did you get to help you pay for it? 

5. What did anybody else (doctor, pharmacist, social worker, friend, family, etc.) do to 
try to help you afford the medication? 

6. When you talk about cost, what does that mean to you? 

Experience with purchasing a medication/using as directed 

1. Now please tell me about the last time you purchased a prescription.  What was it 
for? (drug and/or disease state) 

2. What was different about this experience from the situation where you did not fill 
the prescription? 

Section 2 - Directed questions to explore specific constructs (to be used as 

appropriate) 

1. What did you think would happen to your health if you did not take/underused your 
medication? (Perceived susceptibility, perceived benefits, attitude – behavioral 
belief, expectations) 

2. What actually happened? 

3. How serious did you think the risks were by not using the medication? (Perceived 
severity) 
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4. Generally, how do you feel about taking medications? 

5. How much do you value the supposed improved health you would get from taking 
your medications as suggested?  

Section 3 – Demographics (tape recording turned off and answers to be 

recorded by hand) 

• Age – Roughly how old are you?  

• Sex – (This will not be asked but recorded by observation in notes recorded after 
very interview) 

• Self-described race/ethnicity – How would you describe your race/ethnicity? 

• Self-rated health (1-5) – How would you rate your overall health: poor, fair, good, 
very good, or excellent? 

• Household income - What is your approximate household income:  less than $40 
thousand, or greater than or equal to $40 thousand?  

o (If less than $40 thousand) Is it less than $20 thousand, or between $20 
and $40 thousand? 

o (If greater than or equal to $40 thousand) Is it between $40 and $60 
thousand, or greater than $60 thousand?   

• # in household – How many people are in your household? 

• Approximate monthly household OOP costs for prescriptions – Approximately how 
much money is paid out-of-pocket for prescriptions every month for your entire 
household? 

• Insurance status – Generally, what kind of insurance do you have? 

• Drug coverage – What kind of coverage do you have for purchasing prescriptions? 
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