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Abstract
Background: Trials of complex interventions are often criticized for being difficult to interpret because the effects of apparently
similar interventions vary across studies dependent on context, targeted groups, and the delivery of the intervention. The
Motivational Interviewing and Medication Review in Coronary heart disease (MIMeRiC) trial is a randomized controlled trial
(RCT) of an intervention aimed at improving pharmacological secondary prevention. Guidelines for the development and evaluation
of complex interventions have recently highlighted the need for better reporting of the development of interventions, including
descriptions of how the intervention is assumed to work, how this theory informed the process evaluation, and how the process
evaluation relates to the outcome evaluation.
Objective: This paper aims to describe how the intervention was designed and developed. The aim of the process evaluation
is to better understand how and why the intervention in the MIMeRiC trial was effective or not effective.
Methods: The research questions for evaluating the process are based on the conceptual model of change processes assumed
in the intervention and will be analyzed by qualitative and quantitative methods. Quantitative data are used to evaluate the
medication review in terms of drug-related problems, to describe how patients’ beliefs about medicines are affected by the
intervention, and to evaluate the quality of motivational interviewing. Qualitative data will be used to analyze whether patients
experienced the intervention as intended, how cardiologists experienced the collaboration and intervention, and how the intervention
affected patients’ overall experience of care after coronary heart disease.
Results: The development and piloting of the intervention are described in relation to the theoretical framework. Data for the
process evaluation will be collected until March 2018. Some process evaluation questions will be analyzed before, and others
will be analyzed after the outcomes of the MIMeRiC RCT are known.
Conclusions: This paper describes the framework for the design of the intervention tested in the MIMeRiC trial, development
of the intervention from the pilot stage to the complete trial intervention, and the framework and methods for the process evaluation.
Providing the protocol of the process evaluation allows prespecification of the processes that will be evaluated, because we
hypothesize that they will determine the outcomes of the MIMeRiC trial. This protocol also constitutes a contribution to the new
field of process evaluations as made explicit in health services research and clinical trials of complex interventions.
(JMIR Res Protoc 2018;7(1):e21) doi: 10.2196/resprot.8660
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Introduction
Evaluating Complex Health Care Interventions
Complex health care interventions consist of several components
that interact or work independently of each other. Trials of
complex interventions are often criticized for being difficult to
interpret because effects of apparently similar interventions vary
across studies dependent on context, targeted groups, and how
the complex intervention was actually delivered [1]. The need
for complexity is often questioned, since the effects of, or
necessity for, the individual parts are seldom reported. Trials
of complex interventions are also often difficult to replicate,
both because the complexity might make them more sensitive
to the context in which they are tested, and because interventions
and designs are seldom reported in sufficient detail [1].
However, in the field of behavior change, such as medication
adherence, complex interventions are often considered valuable
because the determinants of behavior are multifaceted [1,2].
Guidelines for the development and evaluation of complex
interventions have recently highlighted the need for better
reporting of the development and evaluation of the intervention,
including descriptions of how it is assumed to work, how these
assumptions informed the process evaluation, and how the
process evaluation relates to the outcomes evaluation [3-5]. The
protocol for a randomized controlled trial (RCT) of a complex
intervention aimed at improving pharmacological secondary
prevention practice in coronary heart disease (CHD) is described
in a separate paper, Motivational Interviewing and Medication
Review in CHD (MIMeRiC) (forthcoming) [6]. In this paper,
however, we describe the theoretical framework of the
intervention, describe its development, and present the study
protocol for our prespecified process evaluation, which will
help explain the outcomes of the trial, inform about the
generalizability of the trial’s results, and highlight barriers and
facilitators that are important for successful implementation of
the intervention.

Theoretical Framework and Development of the
Intervention
Patients’ Adherence Behavior
Adherence to medical treatment regimens is a complex act
requiring both motivation and self-efficacy, and therefore
nonadherence can be either intentional or unintentional [7].
Unintentional nonadherence occurs if the patient wants to adhere
but is unable to because of difficulties with instructions, costs,
remembering administration, or other practical reasons.
Intentional nonadherence, on the other hand, occurs when the
patient for some reason decides not to follow the
recommendations. Factors influencing these types of adherence
are different and need different management [8].
Patients’ adherence to medicine regimens is influenced by their
attitude toward their medications; this can be measured with
the instrument Beliefs about Medicines Questionnaire-Specific
(BMQ-S) [9,10]. Beliefs are paramount determinants of both
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intentional and unintentional adherence and changes in beliefs
have been linked to changed adherence behavior [9,11-15].
Patients with CHD develop more concern beliefs (ie, are more
concerned) during the time after the event [16], which could
explain the decrease in adherence in these patients [17,18].
There are several health psychology theories that describe what
determines a behavior, and social cognitive theories have often
been used to describe the behavior of (medication) adherence
[7,19]. The health belief model, the theory of planned behavior,
the reasoned action approach (RAA), and Bandura's
social-cognitive model all share some ideas about how actual
behavior follows from reasoning about expected outcomes of
behavior, such as costs and benefits, and perceived control of
a behavior (self-efficacy) [20]. According to the RAA, our
behavior is determined by our intentions, and our intentions are
determined by our attitude, perceived subjective norms, and
perceived behavioral control. The subjective norm refers to a
person’s belief about how important others will view their
behavior, and this might be as important in determining intention
as their own attitude toward their behavior. The perceived
behavioral control refers to a person’s belief about their capacity
to perform the behavior (very close to the concept of
self-efficacy about the behavior), and this also influences their
intention [20].

Motivational Interviewing
Motivational interviewing (MI) is a counseling approach used
to elucidate a person’s motivation for change of a behavior
[21,22]. MI recognizes people’s different readiness to change
and how this should inform the support offered to a person, and
it also recognizes the same determinants of behavior as the
RAA. MI is a patient-centered approach which has been shown
to be effective in different areas of health behavior change,
including medication adherence [23,24]. MI is an approach
relying on four main processes: engaging trust, focusing on the
problems important to the client, evoking the client's own
motivation and perceived resources, and planning specific
actions leading to change [22]. All is done under the spirit of
MI, which focuses on empathy, partnering with the patient, and
emphasizing autonomy. Skills in MI such as affirmations,
open-ended questions, and reflections are appropriate to
elucidate the status of a patient’s medication use, to assess
beliefs about medicines, subjective norms and perceived control,
and to find the individual resources; all of these aspects are
needed to influence the complex behavior of medication
adherence. MI can be used to find the patient’s specific barriers
to adherence and the patient's own solutions for both
unintentional and intentional nonadherence, and MI offers a
way of giving useful information in an intervention that relies
on education about health and medicines. The use of MI or other
cognitive methods in adherence interventions increases the
likelihood of effect [25].

Secondary Prevention Quality
Despite established guidelines and widespread access to
effective, inexpensive medicines, preventive treatment goals
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for blood pressure and cholesterol levels continue to be unmet
for many coronary patients [26-28]. This is, in part, also an
effect of patients’ resistance to the lifestyle changes needed to
lower both blood pressure and cholesterol levels [29], but recent
cohorts still indicate that the use of evidence-based drug
treatments can be optimized to reach treatment targets [26].
Cardiac specialist nurses or pharmacists can help improve blood
pressure management [30,31] and might also offer a model for
other treatment targets in secondary prevention [32].

and to improve the quality of each patient’s life. This occurs
with the patient’s cooperation and in coordination with the
patient’s other health care providers.”

Medication Review

On the basis of the adherence model by the WHO, the RAA as
a more general model for predicting behavior, and our
understanding of how prescribing treatment determines
outcomes, we made a conceptual model of how the change
processes of the intervention would act to change the outcomes
we set out in our RCT [6]. The model in Multimedia Appendix
1 describes how the optimized outcomes follow from full
adherence to the optimal treatment, and how the intervention
acts by two methods to improve these variables. MI is thought
to act on the adherence variable and the medication review on
the treatment variable. The intervention can only affect the
outcomes if a patient has a problem with adherence (current or
expected in the future) and/or treatment quality.

Medication review is a structured evaluation of a patient’s
medicines with the aim of optimizing medication use and
improving health outcomes. This entails detecting drug-related
problems (DRPs) and recommending interventions [33].
Medication reviews have been evaluated in different settings
such as hospitals, care homes, and primary care [34-36], but the
diversity of methods and outcomes makes comparison and
meta-analyses difficult. However, recommendations are to
conduct future trials in high-risk populations, with professionals
allowed to change patient medication, and with long-term
follow-up [34]. Side effects of drugs are common DRPs and
identification of side effects is essential to balance the harms
and benefits of secondary prevention medications that are often
used for the rest of life. Medication review has been used as
part of an integrated medicines management model (LIMM,
Lund Integrated Medicines Management) [37,38], which was
used as the model for our intervention. We aimed to adapt the
LIMM to suit the care process for CHD: a care process
characterized by a short hospital stay, polypharmacy initiated
in hospital, and follow-up of effects and side effects as
outpatients.

Theoretical Framework for Intervention Design
An adherence intervention should be based on what is known
about adherence behavior [2,8]. The reasons for nonadherence
are multiple and individual, and therefore an intervention must
have a broad inventory phase and an individualized
problem-solving phase to be effective in a wide group of
patients. Our theoretical framework was based on the adherence
model described by World Health Organization (WHO), which
comprises five dimensions (see Table 1) [8]. The model, which
is based on theory and evidence about adherence behavior,
formed the basis of how we intend the intervention to work in
terms of adherence. We added quality of treatment as one of
our intervention targets since a need to improve the quality of
pharmacological secondary prevention has been previously
highlighted [27,28,39]. It is our core understanding that an
ambition to increase adherence to treatment should always be
accompanied by an evaluation of the treatment itself, so as not
to improve adherence to a treatment that might be harmful. In
this way, our theoretical framework for the intervention reflects
the concept of pharmaceutical care described by Cipolle and
Strand [40]: “Pharmaceutical care practitioners accept
responsibility for optimizing all of a patient’s drug therapy,
regardless of the source…, to achieve better patient outcomes
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The basis of the intervention is that all dimensions should be
covered in an inventory of the patient’s drug-related needs, and
that activities are subsequently undertaken in the dimensions
where problems have been identified.

Conceptual Model of Change

Pilot Evaluation: Changes Made From Pilot to RCT
In a pilot study in 2012, we tested an intervention based on MI
and medication review aimed at improving patients’ beliefs
about medicines and adherence to secondary prevention of
cardiovascular disease [41]. The pilot RCT of 21 patients
resulted in insights regarding the feasibility of the intervention
and study design. Patients with more negative beliefs (BMQ-S)
changed toward more positive beliefs, but there was no
difference between groups at follow-up. A need to stratify the
randomization based on baseline beliefs was identified [41].
We tested a method of categorizing patients according to their
beliefs in the pilot study population and found that half of the
population (10 patients) had an attitude with a potentially
negative impact on adherence [42].
In line with the recommendation from the Medical Research
Council (MRC) [3], we have also made a qualitative evaluation
of the pilot study (not published). Interviews of 8 patients
showed that, overall, the patients were positive about the
intervention and felt more informed by it. The interviews also
informed us that some patients changed their views on medicines
in a positive direction, although it was not enough to categorize
them to an attitude group with higher adherence. The care
processes for these 8 patients were also compared with the
theoretical framework of the intervention, and we found that
all the patients were affected by some part of the intervention;
patients with a negative attitude toward their medicines were
mainly affected in the adherence dimensions, whereas patients
with a positive attitude were helped in the area of quality of
treatment. However, our evaluation showed that not all the
dimensions of adherence were well covered in the identification
phase of the intervention and that the pharmacist felt the need
for more training in MI.
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Table 1.
Target of intervention and dimensions to influence

Activities

Adherence
Social/economic factors

Reviewing patients' need for social support
Referring to support group

Health system/ Health-care team factors

Adding time and competence to the HCT team
Building good patient-provider relationship
More patient-provider contacts

Condition-related factors

Identifying and solving other health problems that might affect adherence, ie, depression,
stress, pain, pulmonary disease

Therapy-related factors

Simplifying regimen
Minimizing side effects
Patient-tailored prescriptions
Continuous monitoring and reassessment of treatment and adherence

Patient-related facators

Mutual goal setting
Changing the patient's attitude towards medicine-taking, changing beliefs
Supporting patient's self-efficacy in medicine-taking
Memory aids and reminders

Quality of treatment

a

Appropriate medication

Change of prescribing if:
Medicines without indication
•
Untreated conditions
•

Effective medication

Change prescribing if:
Not prescribed according to guidelines
•
Unmet treatment goals
•

Safe medication

Change prescribing if:
Any clinical manifestations are due to adverse drug reaction
•
Risk for future adverse drug reactions
•

Five dimensions of adherence, World Health Organization's model for adherence [8].

b

Pharmaceutical care according to Cipolle and Strand [40].

These results from the qualitative evaluation led us to the
following three decisions about the intervention design: (1) all
patients should be targeted for intervention regardless of their
baseline attitude toward medicines, (2) the intervention needs
to be intensified or prolonged for patients with a negative
attitude, and (3) a focus on training and applying MI as the basis
of the intervention is required.
We also added a second patient consultation in our intervention
design before setting up the RCT. This decision was partly based
on the experiences of cardiology nurses in another study with
prolonged follow-up for this group of patients (not yet
published). In the standard care period, patients are discharged
from hospital 3 days after admission for an acute event or the
day after a planned coronary intervention. At discharge, they
receive prescriptions for their secondary prevention medicines
to cover 12 months. Patients normally have a follow-up
appointment at the cardiology clinic about 2 months after
discharge, which includes an evaluation of effects and any side
effects of the medicines. Until this follow-up the cardiology
clinic is always responsible for the patient’s treatment. Most
http://www.researchprotocols.org/2018/1/e21/
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patients with no need for further adjustments are referred to
primary care after their follow-up meeting, but they are rarely
summoned for a visit by their primary care facility. In Sweden,
patients need new prescriptions after 12 months, and our
experience is that patients with little previous contact with their
primary care facility often feel unsure about where to turn when
they need new prescriptions or have questions about future
treatment (qualitative interview study of 18 patients with CHD,
not yet published).
Psychological recovery from acute myocardial infarction has
been described as occurring in 4 stages, from the acute phase
of accepting what has happened to the last stage of living again,
or being back to normal [43]. The recovery process can take up
to 6 months, and we theorize that the intervention needs to
follow the patient until this stage of normality occurs if
secondary prevention treatment is to be part of normality.
Therefore, we decided to add a consultation at 10 months after
discharge to meet all patients when fully recovered, and as a
way of supporting the transition from cardiac specialist care at
the hospital to the primary care facility.
JMIR Res Protoc 2018 | vol. 7 | iss. 1 | e21 | p. 4
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Protocol for the Process Evaluation
Framework of the MIMeRiC Trial Parallel Process
Evaluation Protocol
As recommended by the MRC guidelines for developing and
evaluating complex interventions [3], a process evaluation
should be conducted to “explain discrepancies between expected
and observed outcomes, to understand how context influences
outcomes, and to provide insights to aid implementation”. Grant
et al, who proposed a framework for the design of process
evaluations, highlighted that the purpose of the process
evaluation should be explicitly placed along with the original
research questions, and that the processes that are not evaluated
should be acknowledged [4]. They also proposed a model of
prespecified evaluations to quantitatively examine prior
hypotheses about trial processes, although post hoc evaluations
have the advantage of being flexible for examining unexpected
findings. This study includes a protocol for the prespecified
evaluation. The logic model of how the intervention is expected
to work (Multimedia Appendix 1) underlies our design of the
process evaluation [3,4].
Multimedia Appendix 2 shows in detail how we expect the two
methods, MI and medication review, to act on different
determinants of the adherence and prescribing variables. We
intend the MI part to be able to assess determinants such as
perceived effects and side effects, beliefs, skills, and values,
and also to act on these. In this way, we intend the intervention
to work on the adherence variable through an effect on how the
patients feel (how they perceive effects and side effects), reason
(their values, risk perceptions, and beliefs about medicines and
adherence), and act (their skills). The medication review is
intended to affect the prescribing variable by increasing
physicians’ knowledge about the patient and the guidelines.
The action on prescribing will also affect DRPs experienced by
the patient, which in turn is a determinant of adherence.

Östbring et al
follow-up program with medication review and MI. Ethical
approval has been obtained from the Regional Ethics Committee,
Linköping (Dnr-2013/236-31). The trial (clinicaltrials.gov,
NCT02102503) has been fully described in the forthcoming
protocol [6]. Patients in the intervention group meet a clinical
pharmacist at the cardiology clinic 2 to 5 times during the year
after discharge depending on need, and problems with adherence
or prescribing are solved in collaboration with the patient and/or
the cardiologist.
The primary outcome of the trial is the proportion of patients
reaching the treatment goal for low-density lipoprotein
cholesterol. Secondary outcomes involve the effects on blood
pressure, patient adherence, quality of life, and health care use.
An economic evaluation of the intervention is also planned.

Aim and Research Questions
The aim of this process evaluation is to better understand how
and why the intervention was effective or not effective.
Research questions include the following:
1.
2.
3.
4.
5.
6.
7.
8.

What was actually delivered in the medication review
(DRPs solved and results documented)?
How did the cardiologists experience the involvement of
and interaction with a clinical pharmacist?
Was MI used consistently with MI principles?
Did the intervention change how the patients felt, reasoned
about, or acted toward their cardiovascular medicines?
Did the intervention change the patients’ beliefs about
medicines (before vs after, and between groups)?
How did the intervention affect the patients’ experience of
their follow-up care after CHD?
Did the intervention change the quality of prescribing?
Did the intervention change the patients’ adherence? This
is an outcome measure in the MIMeRiC trial and is
described in Multimedia Appendix 2 only for consistency.

When designing the trial, we included process outcomes related
to the medication review, that is, the number of DRPs found
and quality of prescribing. At that time, we were also informed
that it was essential to have some quality control of the MI
performance to be a relevant trial in this research field.
Therefore, we had prepared for this data collection before the
trial started. After the start of the trial and inspired by the
aforementioned guidelines, we decided on another four process
outcomes that would help us understand any effect of the
intervention or any lack of effect [3,4]. Those outcomes are
related to cardiologists’ and patients’ experience of the
intervention, patients’ beliefs about medicines, and patients’
experience of the follow-up care as a whole.

In Multimedia Appendix 2, the research questions are shown
in relation to the conceptual model to show which intervention
processes are not evaluated in this study.

These processes are thought to affect patient adherence and
doctors’ prescribing, which in turn are thought to affect the trial
outcomes (treatment goal attainment, health-related quality of
life, and hospital care need) (Multimedia Appendix 2).

Most of the research questions are covered by the ethical
approval obtained for the RCT, but a supplemental ethical
approval was granted for qualitative study of the patients’
experience of the intervention (interviews) and their views on
the follow-up care after discharge (questionnaire).

Management and Governance
The process evaluation is to be conducted in parallel with the
MIMeRiC trial; some data will be collected together for the two
studies. Data analysis for the two studies will also be conducted
in parallel. The same researchers are responsible for the RCT,
delivering the intervention, and planning and conducting the
process evaluation; our small research team and restrictive
funding did not allow for any independent evaluators to be
involved [3].

Study Design of the RCT in Brief
The MIMeRiC trial is an RCT with 2 parallel groups (N=418)
and 12 months follow-up. Patients with CHD identified and
followed at the cardiology clinic of Kalmar County Hospital
are randomized to usual care (control) or usual care plus a
http://www.researchprotocols.org/2018/1/e21/

XSL• FO
RenderX

JMIR Res Protoc 2018 | vol. 7 | iss. 1 | e21 | p. 5
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Methods
Overall Study Design
The process evaluation is a mixed-method study. Three research
questions will be studied using qualitative methods, three using
quantitative methods, and one using a mix of qualitative and
quantitative methods. This was based on the MRC guidelines:
“Hence, when feasible it is often useful to combine quantitative
data on key process variables from all sites or participants with
in-depth qualitative data from samples purposively selected
along dimensions expected to influence the functioning of the
intervention” [3].

Methods for Research Question 1: What Was Actually
Delivered in the Medication Review?
This will be studied using a descriptive, quantitative method.
The number and type of DRPs will be described using the 7
categories suggested by Cipolle and colleagues: (1) adverse
drug reaction, (2) ineffective drug, (3) need for additional drug
therapy, (4) dosage too low, (5) dosage too high, (6) unnecessary
drug therapy, and (7) noncompliance. If acting on the DRPs has
any effects that are documented in the electronic health record
(EHR), these will also be described. Data are collected from
the pharmacists’ documentation in the EHR and from separate
study notes about DRPs that pharmacists record during the
intervention. Data on the effects of actions on DRPs will be
collected from the EHR; the pharmacists’ documentation will
be used with laboratory results, documentation by primary care
or other professionals at the cardiology clinic when relevant.

Methods for Research Question 2: How Did the
Cardiologists Experience the Involvement of and
Interaction With a Clinical Pharmacist?
This question will be answered by a qualitative questionnaire
to cardiologists with 4 questions: (1) What is your opinion about
the patients having a consultation with a pharmacist to discuss
their medicine regimen, after the standard follow-up with a
physician? (2) What is your opinion about the pharmacists
conducting a medication review and contacting you as a
cardiologist to consider their suggestions? (3) What is your
opinion about the collaboration with the pharmacists in the
study? (4) Would you like to add anything else?
Questionnaires will be issued at the end of the intervention
period and answered anonymously by the cardiologists.
Collected data will be analyzed with inductive content analysis.

Methods for Research Question 3: Was the MI Used
Consistently With MI Principles?
This will be a quantitative assessment of the integrity of MI
delivered by the clinical pharmacists. All in-person consultations
in the intervention group are audio-recorded if permitted by the
patient. A random sample of these recordings, the number
corresponding to 20% of in-person consultations, will be coded
with the Motivational Interviewing Treatment Integrity
behavioral coding system version 4.2.1 (MITI 4.2.1) [44] by an
independent coding institute (the MIQA group at the Karolinska
Institute, Stockholm). A randomly selected 20 min of these
recordings will be coded; for one-third of the consultations, the
http://www.researchprotocols.org/2018/1/e21/
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first 20 min will be coded; for one-third, the middle 20 min will
be coded; and for one-third, the last 20 min will be coded.
Competency in MI will be described by four global scores:
cultivating change talk, softening sustain talk, partnership, and
empathy. In addition, the ratios of change talk to sustain talk
and questions to reflections will be assessed. These scores and
ratios will be related to recommended levels of MI competency.
The target behavior of the MI consultations is defined as: start
taking medicines regularly or maintain this behavior. Changing
a patient’s attitude toward their medicines in a positive direction
is a strategy for maintaining or reaching the target behavior of
regularly taking the medicines. On the basis of our theoretical
framework and our pilot evaluation, we assumed that patients
with a negative attitude need the MI component of the
intervention, and should have this, whereas accepting patients
are considered adherent and the need for MI might be less
obvious. These patients are targeted by the intervention partly
to maintain their target behavior but primarily to solve other
DRPs and to improve the quality of prescribing. However, there
is no distinct line between these groups; problems with
adherence can arise in the group with an accepting attitude as
well. To ensure that both groups are equally represented in the
assessment of consultations, we will stratify the samples so that
20% of consultations with patients with a negative attitude and
20% of consultations with patients with an accepting attitude
are coded. For the latter group, it might be that DRPs make the
target behavior undesirable for a particular drug and, if so, only
two of the global scores—partnership and empathy—will be
used. Such consultations without a target behavior will be valued
on a scale for person-centeredness instead of MI competency.
The analysis will inform about the frequency of consultations
with a target behavior (among the random sample), the fidelity
of MI, and the fidelity of person-centered consultations.

Methods for Research Question 4: Did the Intervention
Change How the Patients Felt, Reasoned About, or
Acted Toward Their Cardiovascular Medicines?
This will be studied qualitatively by assessing how patients’
experiences of the intervention relate to the intended
mechanisms of the intervention, as described in the conceptual
model (Multimedia Appendix 2) and the framework for the
process evaluation. For this question, the method of focus group
interviews was chosen because it is an effective method of
gathering information and is especially valuable in the
evaluation of program experiences. The main advantage of focus
groups over individual interviews is the richness and quality of
the data that arise, because participants are listening to the
answers of others. Comments might trigger memories and
thoughts that would not come up in individual interviews, and
participants’ comments on each other weed out false or extreme
views [45].
Three focus group interviews will be carried out with 4 to 6
intervention patients in each group. The interview and discussion
will be led by a moderator, a pharmacist who is familiar with
the study but is not involved in the care of the patients. Because
the intervention is primarily intended to affect beliefs and
adherence among those who have a negative attitude and
therefore a higher risk of nonadherence, the sample of patients
JMIR Res Protoc 2018 | vol. 7 | iss. 1 | e21 | p. 6
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chosen for the focus groups will be from patients with a negative
attitude toward their medicines at baseline. With purposeful
sampling among the patients who have taken part in the full
intervention, we will try to cover both men and women, those
newly diseased and those with a history of CHD, those with
acute and those with chronic disease, and those who changed
their attitude after the intervention in addition to those who did
not.
Questions will be asked about how the patients experienced the
consultation with the pharmacist and how they perceived that
it had affected their medicine-taking behavior or their reasoning
about medicines. The moderator will encourage the patients to
describe all aspects by using probing questions. The moderator
will also be supported by an observer whose main role will be
to record all nonverbal communication in the focus groups. The
focus group interviews will be audio-recorded and transcribed
verbatim and then analyzed using deductive content analysis.
A coding scheme of categories will be constructed based on the
conceptual model about how the intervention is intended to
work on adherence. The moderator will not be analyzing the
interviews but will be accessible for questions about how to
read the transcripts.

Methods for Research Question 5: Did the Intervention
Change the Patients’ Beliefs About Their
Cardiovascular Medicines?
This will be studied primarily quantitatively, but certain aspects
will also be illustrated qualitatively by the interviews with
patients.
Data on beliefs about medicines will be collected in the
MIMeRiC trial with the BMQ-S instrument administered 3
times: baseline (after the standard care follow-up), after 10
months (during the intervention), and after 15 months (after the
intervention). In this study, we will ask the patients to consider
only their heart medicines as they answer the BMQ-S. The
instrument consists of two subscales, one for the perceived
necessity for the drugs and one for perceived concerns about
the drugs. The two subscales have 5 items each and are assessed
by a 5-point verbal descriptor scale ranging from strongly
disagree to strongly agree.
As instructed by the originators, numerals (1-5) will then be
assigned to each statement of agreement to summarize each
subscale with 5 to 25 points. The difference between the
necessity and concern scales (range: −20 to 20) will then be
related to the cost-benefit analysis for each patient’s
medications. A positive difference means that the patient
perceives the benefit of taking the drugs to outweigh the risks
of taking the drugs, and the more positive the difference is, the
more adherent the patient is supposed to be [9]. It has also been
found that categorization based on high (>15) or low (<15)
scores on each scale, yielding 4 categories (accepting,
ambivalent, neutral, and skeptical) predicts adherence behavior
[46,47]. Because the scales have ordered verbal categories, it
is not correct to assign numerals and sum them to a global score,
because the data are only ordered within the structure while the
distance between the agreement statements or the magnitude of
them is not known [48]. Even though the categorization also
http://www.researchprotocols.org/2018/1/e21/
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depends on the global sum of each scale, this is a more correct
way of handling the data. Therefore, we chose this as our
primary outcome in analyzing the effects of the intervention on
beliefs. The stratified randomization of patients in the MIMeRiC
trial was also based on these four categories.
In this study, we will:
1.

2.
3.
4.
5.

analyze whether there is a difference between the control
group and the intervention group in the proportion of
patients in each category at follow-up (15 months)
describe temporal changes in the 4 categories over the 3
assessments in the control and the intervention groups
analyze changes in the sum of each subscale, and
differences between the intervention and control groups
analyze changes in each item of the scales, and differences
between the intervention and control groups
analyze the transcribed material from the focus group
interviews with intervention patients described above using
deductive content analysis methods, based on the 10 items
of BMQ-S, as a way of including the results of the
quantitative study of beliefs

While item 1 in the list is a primary objective, items 2 to 5 refer
to secondary objectives.
Analyses 1 to 3 will be adjusted for variables thought to be
influential: sex, age, type of CHD, and history of CHD. In our
pilot study, most patients with an ambivalent attitude toward
their drugs had a history of CHD [42].

Methods for Research Question 6: How Did the
Intervention Affect the Patients’ Experience of Their
Follow-Up Care After CHD?
This is a qualitative study of how patients perceive their care
after discharge from hospital following CHD. An open question
will be enclosed with the questionnaires sent at the 15-month
follow-up to all patients enrolled after January 1, 2016. The
instructions to these patients will be: Please take a moment to
write freely about your view of the follow-up care you received
after your myocardial infarction or angina

Methods for Research Question 7: Did the Intervention
Change the Quality of Prescribing?
This will be studied using quantitative methods. There are
several models for assessing the appropriateness of prescribing
or medication use which have been used in intervention studies
of medication reviews [49,50]. For this study with a selected
group of patients with CHD, we chose to use a tool developed
for this diagnosis: the Medication Assessment Tool for
evaluation of secondary prevention of CHD (MAT-CHDsp)
[51]. The tool is a summary of review criteria based on clinical
guidelines and has been developed for use in clinical audits.
Compared with the variables in the Swedish Quality Register
SWEDEHEART, in which the proportion of patients with a
prescription from a certain drug class is registered, MAT-CHDsp
has a more individual application where prescriptions that do
not follow the guidelines can be justified if the reason is stated
in the EHR. The tool was updated in 2014 based on the
European guidelines from 2011 and 2012 for myocardial
infarction or acute coronary syndrome and the Swedish
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guidelines for heart disease from 2011 and was then validated
in 22 patients in this study. MAT-CHDsp comprises 28 review
criteria for which the assessor chooses not applicable, yes, no,
no information found, or no, but this is justified. As an example,
the treatment of a patient with CHD and no left ventricular (LV)
dysfunction but with side effects from several statins
documented in the EHR would be marked as not applicable for
the criterion “Patient with CHD with LV dysfunction...is
prescribed a beta-blocker” and no, but justified for the criterion
“Patient with CHD is prescribed atorvastatin or simvastatin.”
The MAT-CHDsp will be applied to a random sample of 20%
of the patients in each of the intervention and control group.
Data on the prescribing 6 months after discharge will be
collected retrospectively from the EHR at assessment.
Applicable criteria will then be analyzed for adherence to
guidelines or justified nonadherence. The results will be
compared between the groups in terms of adherence and justified
nonadherence, as a measure of the quality of the prescribing for
secondary prevention [52].

Integrating Results of Analysis
Some process evaluation questions will be analyzed before and
others will be analyzed after the outcomes of the MIMeRiC
RCT are known. This will be determined by time and availability
of the data as we prioritize having the results of the RCT ready
as soon as all data can be analyzed.
The 7 research questions for the process evaluation will be
analyzed by their respective methods and then, when all are
complete, the analysis will be combined and applied to the
results of the MIMeRiC trial. This will help us understand
whether any effects of the intervention are related to the
concepts we used in the design. If appropriate, we may carry
out additional analyses to test hypotheses generated from
integration of the process evaluation data with the trial
outcomes; an example of this would be an analysis of the effect
of BMQ-S on adherence. The full report of the process
evaluation will be published in a peer-reviewed journal and a
summary of the findings of and cross-references to the main
MIMeRiC trial will aid interpretation of the evaluation.

Östbring et al

Results
Collection of data has been ongoing as part of the MIMeRiC
trial, and some process evaluation analyses can start during
2017. The MITI-coding of 64 consultations have been
conducted, but the results are not yet analyzed. The method of
focus groups and deductive content analysis have been piloted
and found to be useful for the question about how patients
experience the intervention, and more focus group interviews
will be conducted in September 2017.

Discussion
This paper describes the framework for the design of the
intervention tested in the MIMeRiC trial, development of the
intervention from the pilot stage to the complete trial
intervention, and the framework and methods for the process
evaluation. Providing the protocol of the process evaluation
allows prespecification of the processes that will be evaluated,
because we hypothesize that they will determine the outcomes
of the MIMeRiC trial. This protocol also constitutes a
contribution to the new field of process evaluations as made
explicit in health services research and clinical trials of complex
interventions. The two active parts of the intervention,
motivational interviewing and medication review, are both
quantitatively evaluated with their specific instruments:
Motivational Interviewing Treatment Integrity (MITI) coding
and categorization of all DRPs acted on, as well as assessment
of secondary prevention treatment quality. Qualitative methods
are used to inform about patients’ experiences of the intervention
and to capture any unforeseen effects on the secondary care
process experienced by patients.
A limitation might be that we are a small research team and
have been the designers, implementers, as well as evaluators of
this complex intervention. This may not be in line with the
guidelines of the MRC. However, the guidelines for process
evaluation of complex interventions issued by the MRC in 2015
have served us well in defining the requirements for properly
evaluating our intervention process. We hope that this protocol
can inspire other research teams to publish process evaluation
protocols so that complex interventions in health services
research in general, and medication adherence in particular, can
be interpreted with more confidence in the future.
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Multimedia Appendix 1
Conceptual model of change processes in the intervention. The variables we aim to affect are shown in orange, the goal of optimal
treatment is shown in yellow, outcomes measured in the randomized controlled trial are shown in green, and the blue lines
represent how the two accompanying parts of the intervention act on the variables. The adherence variable is determined by
factors identified by the reasoned action approach (The prescribing variable is determined by adherence to guidelines and the
level of individualization.). The consequences of inappropriate prescribing are shown in gray boxes; these interact with factors
that influence adherence. CHD: coronary heart disease; EBM: evidence-based medicine.
[PNG File, 765KB-Multimedia Appendix 1]

http://www.researchprotocols.org/2018/1/e21/

XSL• FO
RenderX

JMIR Res Protoc 2018 | vol. 7 | iss. 1 | e21 | p. 8
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Östbring et al

Multimedia Appendix 2
Conceptual model of intervention change processes and what will be covered by the process evaluation. This figure shows more
detail of how we expect the motivational interviewing and medication review to act on determinants of adherence and prescribing.
More attention, a nonspecific part of any extra follow-up intervention, shown as a blue oval, is thought to act positively on patients'
attitudes toward and subjective norms about adherence. Blue arrows indicate what will be assessed by the intervention and red
arrows indicate what determinants we think can be influenced by it. The gray boxes contain the research questions for the process
evaluation. CHD: coronary heart disease; EBM: evidence-based medicine.
[PNG File, 566KB-Multimedia Appendix 2]

References
1.
2.
3.
4.

5.

6.

7.

8.
9.
10.

11.

12.
13.

14.
15.

16.
17.

18.

Nieuwlaat R, Wilczynski N, Navarro T, Hobson N, Jeffery R, Keepanasseril A, et al. Interventions for enhancing medication
adherence. Cochrane Database Syst Rev 2014;11:CD000011. [doi: 10.1002/14651858.CD000011.pub4] [Medline: 25412402]
Haynes RB, Ackloo E, Sahota N, McDonald HP, Yao X. Interventions for enhancing medication adherence. Cochrane
Database Syst Rev 2008(2):CD000011. [doi: 10.1002/14651858.CD000011.pub3] [Medline: 18425859]
Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process evaluation of complex interventions:
Medical Research Council guidance. Br Med J 2015;350:h1258 [FREE Full text] [Medline: 25791983]
Grant A, Treweek S, Dreischulte T, Foy R, Guthrie B. Process evaluations for cluster-randomised trials of complex
interventions: a proposed framework for design and reporting. Trials 2013;14:15 [FREE Full text] [doi:
10.1186/1745-6215-14-15] [Medline: 23311722]
Möhler R, Köpke S, Meyer G. Criteria for Reporting the Development and Evaluation of Complex Interventions in healthcare:
revised guideline (CReDECI 2). Trials 2015 May 03;16:204 [FREE Full text] [doi: 10.1186/s13063-015-0709-y] [Medline:
25935741]
Östbring MJ, Eriksson T, Petersson G, Hellstrom L. Motivational Interviewing and Medication Review in Coronary Artery
Disease (MIMeRiC): Study Protocol for a Randomized, Controlled Trial Investigating Effects on Clinical Outcomes,
Adherence and Quality of Life. J Med Internet Res 2018 (forthcoming). [doi: 10.2196/jmir.8659]
Lehane E, McCarthy G. Intentional and unintentional medication non-adherence: a comprehensive framework for clinical
research and practice? A discussion paper. Int J Nurs Stud 2007 Nov;44(8):1468-1477. [doi: 10.1016/j.ijnurstu.2006.07.010]
[Medline: 16973166]
World Health Organization. Geneva: World Health Organization; 2003. Adherence to Long-Term Therapies: Evidence for
Action URL:http://www.who.int/chp/knowledge/publications/adherence_full_report.pdf[WebCite Cache ID 6wYlRqh6H]
Horne R, Weinman J. Patients' beliefs about prescribed medicines and their role in adherence to treatment in chronic physical
illness. J Psychosom Res 1999 Dec;47(6):555-567. [Medline: 10661603]
Allen LN, Ou F, Calvert SB, Melloni C, Stafford JA, Harding T, et al. Association between patient beliefs and medication
adherence following hospitalization for acute coronary syndrome. Am Heart J 2011 May;161(5):855-863. [doi:
10.1016/j.ahj.2011.02.009] [Medline: 21570514]
Horne R, Chapman SC, Parham R, Freemantle N, Forbes A, Cooper V. Understanding patients' adherence-related beliefs
about medicines prescribed for long-term conditions: a meta-analytic review of the Necessity-Concerns Framework. PLoS
One 2013;8(12):e80633 [FREE Full text] [doi: 10.1371/journal.pone.0080633] [Medline: 24312488]
Unni E, Shiyanbola OO, Farris KB. Change in medication adherence and beliefs in medicines over time in older adults.
Glob J Health Sci 2015 Sep 01;8(5):39-47 [FREE Full text] [doi: 10.5539/gjhs.v8n5p39] [Medline: 26652095]
Sirey JA, Greenfield A, Weinberger MI, Bruce ML. Medication beliefs and self-reported adherence among
community-dwelling older adults. Clin Ther 2013 Feb;35(2):153-160 [FREE Full text] [doi: 10.1016/j.clinthera.2013.01.001]
[Medline: 23357585]
Gadkari AS, McHorney CA. Unintentional non-adherence to chronic prescription medications: how unintentional is it
really? BMC Health Serv Res 2012 Jun 14;12:98 [FREE Full text] [doi: 10.1186/1472-6963-12-98] [Medline: 22510235]
Berglund E, Lytsy P, Westerling R. Adherence to and beliefs in lipid-lowering medical treatments: a structural equation
modeling approach including the necessity-concern framework. Patient Educ Couns 2013 Apr;91(1):105-112 [FREE Full
text] [doi: 10.1016/j.pec.2012.11.001] [Medline: 23218590]
Allen LN, Ou F, Calvert SB, Melloni C, Stafford JA, Harding T, et al. Changes in beliefs about medications during long-term
care for ischemic heart disease. Am Heart J 2010 Apr;159(4):561-569. [doi: 10.1016/j.ahj.2009.12.025] [Medline: 20362713]
Ho PM, Magid DJ, Shetterly SM, Olson KL, Maddox TM, Peterson PN, et al. Medication nonadherence is associated with
a broad range of adverse outcomes in patients with coronary artery disease. Am Heart J 2008 Apr;155(4):772-779. [doi:
10.1016/j.ahj.2007.12.011] [Medline: 18371492]
Kramer JM, Hammill B, Anstrom KJ, Fetterolf D, Snyder R, Charde JP, et al. National evaluation of adherence to beta-blocker
therapy for 1 year after acute myocardial infarction in patients with commercial health insurance. Am Heart J 2006
Sep;152(3):454.e1-454.e8. [doi: 10.1016/j.ahj.2006.02.030] [Medline: 16923412]

http://www.researchprotocols.org/2018/1/e21/

XSL• FO
RenderX

JMIR Res Protoc 2018 | vol. 7 | iss. 1 | e21 | p. 9
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
19.

20.
21.
22.
23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.
35.

36.

37.

38.

39.

Holmes EA, Hughes DA, Morrison VL. Predicting adherence to medications using health psychology theories: a systematic
review of 20 years of empirical research. Value Health 2014 Dec;17(8):863-876 [FREE Full text] [doi:
10.1016/j.jval.2014.08.2671] [Medline: 25498782]
Fishbein M, Ajzen I, Albarracin D, Hornik R. Prediction and change of health behavior: applying the reasoned action
approach. Mahwah: Lawrence Erlbaum Associates, Inc; 2007.
Miller W, Rollnick S. Motivational interviewing: helping people change. New York: Guilford Press; 2013.
Rollnick S, Butler C, Miller W. Motivational Interviewing in Health Care: Helping Patients Change Behavior. New York:
Guilford Publications; 2007.
Rubak S, Sandbæk A, Lauritzen T, Borch-Johnsen K, Christensen B. Effect of “motivational interviewing” on quality of
care measures in screen detected type 2 diabetes patients: a one-year follow-up of an RCT, ADDITION Denmark. Scand
J Prim Health Care 2011 Jun;29(2):92-98 [FREE Full text] [doi: 10.3109/02813432.2011.554271] [Medline: 21306296]
Zomahoun HT, Guénette L, Grégoire J, Lauzier S, Lawani AM, Ferdynus C, et al. Effectiveness of motivational interviewing
interventions on medication adherence in adults with chronic diseases: a systematic review and meta-analysis. Int J Epidemiol
2017 Apr 01;46(2):589-602. [doi: 10.1093/ije/dyw273] [Medline: 27864410]
Easthall C, Song F, Bhattacharya D. A meta-analysis of cognitive-based behaviour change techniques as interventions to
improve medication adherence. BMJ Open 2013 Aug 09;3(8) [FREE Full text] [doi: 10.1136/bmjopen-2013-002749]
[Medline: 23935093]
Kotseva K, De Bacquer D, Jennings C, Gyberg V, De Backer G, Rydén L, EUROASPIRE Investigators. Time trends in
lifestyle, risk factor control, and use of evidence-based medications in patients with coronary heart disease in Europe: results
from 3 EUROASPIRE surveys, 1999-2013. Glob Heart 2017 Dec;12(4):315-322.e3. [doi: 10.1016/j.gheart.2015.11.003]
[Medline: 26994643]
Libungan B, Stensdotter L, Hjalmarson A, From AM, Lindqvist J, Bäck M, et al. Secondary prevention in coronary artery
disease. Achieved goals and possibilities for improvements. Int J Cardiol 2012 Nov 01;161(1):18-24. [doi:
10.1016/j.ijcard.2011.04.025] [Medline: 21601296]
Hambraeus K, Lindhagen L, Tydén P, Lindahl B, Lagerqvist B. Target-attainment rates of low-density lipoprotein cholesterol
using lipid-lowering drugs one year after acute myocardial infarction in Sweden. Am J Cardiol 2014 Jan 01;113(1):17-22.
[doi: 10.1016/j.amjcard.2013.09.007] [Medline: 24169006]
Perk J, Hambraeus K, Burell G, Carlsson R, Johansson P, Lisspers J. Study of Patient Information after percutaneous
Coronary Intervention (SPICI): should prevention programmes become more effective? EuroIntervention 2015 Mar
22;10(11):e1-e7 [FREE Full text] [doi: 10.4244/EIJV10I11A223] [Medline: 24472705]
Clark C, Smith L, Cloutier L, Glynn L, Clark O, Taylor R, et al. LB01.01: Allied health professional-led interventions for
improving control of blood pressure in patients with hypertension: a Cochrane systematic review and meta-analysis. J
Hypertens 2015 Jun;33(Suppl 1):e44. [doi: 10.1097/01.hjh.0000467463.16386.51] [Medline: 26102822]
Santschi V, Chiolero A, Colosimo AL, Platt RW, Taffé P, Burnier M, et al. Improving blood pressure control through
pharmacist interventions: a meta-analysis of randomized controlled trials. J Am Heart Assoc 2014 Apr 10;3(2):e000718
[FREE Full text] [doi: 10.1161/JAHA.113.000718] [Medline: 24721801]
Santschi V, Chiolero A, Burnand B, Colosimo AL, Paradis G. Impact of pharmacist care in the management of cardiovascular
disease risk factors: a systematic review and meta-analysis of randomized trials. Arch Intern Med 2011 Sep
12;171(16):1441-1453. [doi: 10.1001/archinternmed.2011.399] [Medline: 21911628]
Pharmaceutical Care Network Europe. PCNE.org. 2016. Position Paper on the PCNE definition of Medication Review
2016 URL:http://www.pcne.org/upload/files/149_Position_Paper_on_PCNE_Medication_Review_final.pdf [accessed
2018-01-18] [WebCite Cache ID 6wYlngqMx]
Christensen M, Lundh A. Medication review in hospitalised patients to reduce morbidity and mortality. Cochrane Database
Syst Rev 2016 Feb 20;2:CD008986. [doi: 10.1002/14651858.CD008986.pub3] [Medline: 26895968]
Alldred DP, Raynor DK, Hughes C, Barber N, Chen TF, Spoor P. Interventions to optimise prescribing for older people
in care homes. Cochrane Database Syst Rev 2013 Feb 28(2):CD009095. [doi: 10.1002/14651858.CD009095.pub2] [Medline:
23450597]
Riordan DO, Walsh KA, Galvin R, Sinnott C, Kearney PM, Byrne S. The effect of pharmacist-led interventions in optimising
prescribing in older adults in primary care: a systematic review. SAGE Open Med 2016;4:2050312116652568 [FREE Full
text] [doi: 10.1177/2050312116652568] [Medline: 27354917]
Hellström LM, Bondesson A, Höglund P, Midlöv P, Holmdahl L, Rickhag E, et al. Impact of the Lund Integrated Medicines
Management (LIMM) model on medication appropriateness and drug-related hospital revisits. Eur J Clin Pharmacol 2011
Jul;67(7):741-752. [doi: 10.1007/s00228-010-0982-3] [Medline: 21318595]
Hellström LM, Höglund P, Bondesson A, Petersson G, Eriksson T. Clinical implementation of systematic medication
reconciliation and review as part of the Lund Integrated Medicines Management model--impact on all-cause emergency
department revisits. J Clin Pharm Ther 2012 Dec;37(6):686-692. [doi: 10.1111/jcpt.12001] [Medline: 22924464]
Kotseva K, Wood D, De Backer G, De Bacquer D, Pyörälä K, Keil U, EUROASPIRE Study Group. Cardiovascular
prevention guidelines in daily practice: a comparison of EUROASPIRE I, II, and III surveys in eight European countries.
Lancet 2009 Mar 14;373(9667):929-940. [doi: 10.1016/S0140-6736(09)60330-5] [Medline: 19286092]

http://www.researchprotocols.org/2018/1/e21/

XSL• FO
RenderX

Östbring et al

JMIR Res Protoc 2018 | vol. 7 | iss. 1 | e21 | p. 10
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
40.
41.
42.
43.

44.
45.
46.
47.

48.

49.

50.

51.

52.

Östbring et al

Cipolle R, Strand L, Morley P. Pharmaceutical care practice : the clinician's guide. 2 ed. New York: McGraw-Hill; 2004.
Östbring MJ, Eriksson T, Petersson G, Hellström L. Medication beliefs and self-reported adherence - results of a pharmacist's
consultation: a pilot study. Eur J Hosp Pharm 2014 Jan 03;21(2):102-107. [doi: 10.1136/ejhpharm-2013-000402]
European Society of Cardiology. EuroHeartCare 2014. Eur J Cardiovasc Nurs 2014 Apr;13(1 Suppl):S1-91. [doi:
10.1177/1474515114521363] [Medline: 24682894]
Tobin B. research.libarary.: Memorial University of Newfoundland; 1996. Getting back to normal: women's recovery after
a myocardial infarction: a grounded theory study URL:http://research.library.mun.ca/6570/1/BrendaTobin.pdf [accessed
2018-01-18] [WebCite Cache ID 6wYng1RL9]
Moyers T, Manuel JK, Ernst D. casaa.unm.edu. 2014. Motivational Treatment Integrity Coding Manual 4.2.1 URL:https:/
/casaa.unm.edu/download/MITI4_2.pdf [accessed 2018-01-18] [WebCite Cache ID 6wYnvskwH]
Patton M. Qualitative research and evaluation methods: integrating theory and practice. 4 ed. California: Thousand Oaks,
SAGE Publications, Inc; 2015.
Horne R, Parham R, Driscoll R, Robinson A. Patients' attitudes to medicines and adherence to maintenance treatment in
inflammatory bowel disease. Inflamm Bowel Dis 2009 Jun;15(6):837-844. [doi: 10.1002/ibd.20846] [Medline: 19107771]
Tibaldi G, Clatworthy J, Torchio E, Argentero P, Munizza C, Horne R. The utility of the Necessity--Concerns Framework
in explaining treatment non-adherence in four chronic illness groups in Italy. Chronic Illn 2009 Jun;5(2):129-133. [doi:
10.1177/1742395309102888] [Medline: 19474235]
Bondesson A, Hellström L, Eriksson T, Höglund P. A structured questionnaire to assess patient compliance and beliefs
about medicines taking into account the ordered categorical structure of data. J Eval Clin Pract 2009 Aug;15(4):713-723.
[doi: 10.1111/j.1365-2753.2008.01088.x] [Medline: 19674224]
Hanlon JT, Schmader KE. The medication appropriateness index at 20: where it started, where it has been, and where it
may be going. Drugs Aging 2013 Nov;30(11):893-900 [FREE Full text] [doi: 10.1007/s40266-013-0118-4] [Medline:
24062215]
Beuscart J, Pont LG, Thevelin S, Boland B, Dalleur O, Rutjes AW, et al. A systematic review of the outcomes reported in
trials of medication review in older patients: the need for a core outcome set. Br J Clin Pharmacol 2017 May;83(5):942-952.
[doi: 10.1111/bcp.13197] [Medline: 27891666]
Garcia BH, Utnes J, Naalsund LU, Giverhaug T. MAT-CHDSP, a novel medication assessment tool for evaluation of
secondary prevention of coronary heart disease. Pharmacoepidemiol Drug Saf 2011 Mar;20(3):249-257. [doi:
10.1002/pds.2054] [Medline: 21351306]
Garcia BH, Småbrekke L, Trovik T, Giverhaug T. Application of the MAT-CHDSP to assess guideline adherence and
therapy goal achievement in secondary prevention of coronary heart disease after percutaneous coronary intervention. Eur
J Clin Pharmacol 2013 Mar;69(3):703-709. [doi: 10.1007/s00228-012-1402-7] [Medline: 22990329]

Abbreviations
BMQ-S: beliefs about medicines questionnaire-specific
CHD: coronary heart disease
DRP: drug-related problem
EHR: electronic health record
LIMM: LundIntegrated Medicines Management
LV: left ventricular
MAT-CHDsp: medication assessment tool for evaluation of secondary prevention of coronary heart disease
MI: motivational interviewing
MIMeRiC: motivational interviewing and medication review in coronary heart disease (trial)
MITI: motivational interviewing treatment integrity
MRC: Medical Research Council
RAA: reasoned-action approach
RCT: randomized controlled trial
WHO: World Health Organization

http://www.researchprotocols.org/2018/1/e21/

XSL• FO
RenderX

JMIR Res Protoc 2018 | vol. 7 | iss. 1 | e21 | p. 11
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Östbring et al

Edited by G Eysenbach; submitted 07.08.17; peer-reviewed by A Schoenthaler, N Bashi; comments to author 01.11.17; revised version
received 24.11.17; accepted 24.11.17; published 30.01.18
Please cite as:
Östbring MJ, Eriksson T, Petersson G, Hellström L
Motivational Interviewing and Medication Review in Coronary Heart Disease (MIMeRiC): Intervention Development and Protocol
for the Process Evaluation
JMIR Res Protoc 2018;7(1):e21
URL: http://www.researchprotocols.org/2018/1/e21/
doi: 10.2196/resprot.8660
PMID: 29382630

©Malin Johansson Östbring, Tommy Eriksson, Göran Petersson, Lina Hellström. Originally published in JMIR Research Protocols
(http://www.researchprotocols.org), 30.01.2018. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in JMIR Research Protocols, is properly cited. The complete bibliographic
information, a link to the original publication on http://www.researchprotocols.org, as well as this copyright and license information
must be included.

http://www.researchprotocols.org/2018/1/e21/

XSL• FO
RenderX

JMIR Res Protoc 2018 | vol. 7 | iss. 1 | e21 | p. 12
(page number not for citation purposes)

