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Abstract

This study examines how patient-centered care models influence treatment adherence ameng individuals
with chronic diseases. Chronic diseases such as diabetes, cardiovascular disease, chroni¢irespiratory
conditions, and hypertension present persistent treatment challenges that require long-term patient
engagement with care plans. Treatment adherence, defined as the extent to which a patient follows
prescribed medical regimens, medication schedules, lifestyle adjustments, and therapeutic
recommendations, profoundly affects health outcomes, quality of life, and healthcare costs (World
Health Organization, 2003). Patient-centered care emphasizes tailoring healthcare delivery to
individual patient needs, values, preferences, and active engagement in decision making (Institute of
Medicine, 2001). Core elements of patient-centered care include shared decision making, comprehensive
communication, emotional support, care coordination, and respect for patient preferences. These
elements may foster greater trust, understanding, and empowerment, thereby promoting adherence.
Despite theoretical support, empirical evidence about the mechanisms linking patient-centered practices
with adherence in chronic illness remains fragmented. Using a quantitative cross-sectional design, this
study collected survey data from patients diagnosed with one or more chronic conditions across multiple
outpatient clinics. A validated questionnaire measured perceptions of patient-centered care dimensions
and self-reported adherence. Structural equation modeling (SEM) via SmartPLS tested relationships
between care model constructs and adherence outcomes. Findings reveal that shared decision making
(B = 0.34, p < .001), communication quality (f = 0.29, p < .001), and care coordination (f = 0.27, p <
.01) each significantly predict higher treatment adherence. Emotional support showed a smaller but still
significant effect (f = 0.18, p < .05). The model explained 56 percent of variance in adherence behaviors, |
suggesting that patient-centered care processes play a meaningful role in supporting chronic disease
management. These results reinforce the importance of clinical practices that go beyond biomedical
interventions to foster relational, cognitive, and structural support for patients. Implications include
training clinicians in effective communication, redesigning care pathways for greater shared decision
making, and implementing systems that support coordinated care. Challenges include measuring
adherence objectively and ensuring representativeness across diverse populations. Future research
should explore longitudinal effects and intervention studies that build patient agency and integrate
behavioral support mechanisms. Investing in patient-centered systems not only aligns with ethical care
principles but also offers practical pathways to improved adherence and better chronic disease
outcomes.
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Introduction

Chronic diseases represent the leading cause of morbidity and mortality worldwide and impose significant
burdens on individuals, families, and healthcare systems (Murray & Lopez, 1996). Unlike acute conditions
that resolve quickly, chronic illnesses such as diabetes, cardiovascular disease, chronic obstructive
pulmonary disease, and hypertension require ongoing management that extends over months, years, and
often decades. Effective chronic disease management depends heavily on sustained patient engagement
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with prescribed treatments, lifestyle modifications, and preventive care regimens. Despite vast clinical
knowledge and advanced therapies, treatment adherence among patients with chronic conditions remains
suboptimal; nonadherence rates have been estimated at 30 to 50 percent or higher, compromising clinical
outcomes and increasing healthcare costs (Sabate, 2003).

Traditional biomedical models of care focused primarily on diagnosis and _prescription have limitations
when applied to chronic disease’management. These models often fail to address individual patient
contexts, beliefs, social determinants, and the complex behavior changes required for leng-term adherence.
Such limitations have led scholars and clinicians to advocate for more holistic, relational.models of care
that center the patientas an active partner in managing chronic conditions. Patient-centered care, grounded
in respect for patient values, preferences, and active collaboration, has emerged as a core ideal in
contemporary healthcare frameworks (Institute of Medicine, 2001). Patient-centered care encompasses
clear and compassionate communication, shared decision making, coordinated care pathways, emotional
support, and responsiveness to individual needs and goals.

Several theoretical traditions underpin patient-centered care. Humanistic psychological theories emphasize
the value of autonomy, empathy, and interpersonal respect in therapeutic encounters. Behavioral theories
address how beliefs, motivations, and social contexts shape health behaviors and adherence. Systems theory
highlights how different components of care delivery must align to support patient goals. Patient-centered
approaches are designed to integrate these strands, transforming the clinician-patient relationship into a
partnership that supports self-management and sustained engagement with treatment plans.

While patient-centered care has intuitive appeal and ethical resonance, its empirical impact on treatment
adherence in chronic disease contexts requires rigorous examination. Some studies suggest that when
patients feel heard, informed, and involved in decisions, they are more likely to adhere to medications and
lifestyle recommendations. Others indicate that structural barriers, such as fragmented care, time constraints
in clinical encounters, and sociocultural factors, can undermine patient-centered practices. Moreover,
measurement challenges arise when capturing subjective perceptions of care experiences alongside
objective behavior change outcomes.

This research aims to clarify the connections between core dimensions of patient-centered care and
treatment adherence among individuals managing chronic diseases. It investigates whether shared decision
making, communication quality, emotional support, and care coordination predict adherence behaviors in
a population of chronic disease patients receiving outpatient care. By applying a structural equation
modeling approach, this study models the direct and indirect pathways by which patient-centered care
processes contribute to“adherence outcomes. Findings will inform clinicians, administrators, and
policymakers about the actionable components of patient-centered care that facilitate better chronic disease
management, while acknowledging the complexities of individual patient experiences and healthcare
system structures.

Literature Review

Patient-centered care (PCC) is a multifaceted construct that has evolved over decades as an antidote to
reductionist biomedical models. Early conceptualizations by Balint emphasized the therapeutic relationship
as a healing mechanism, encouraging clinicians to see patients as whole persons rather than mere carriers
of pathology (Balint, 1969). Contemporary frameworks like those proposed by Stewart and colleagues build
on this foundation, highlighting collaborative communication, shared understanding, and mutual respect as
cornerstones of effective care (Stewart, 2001). The Institute of Medicine underscored these themes when
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delineating patient-centered care as one of the six aims for improving healthcare quality, advocating for
care that respects and responds to individual preferences, needs, and values (Institute of Medicine, 2001).

PCC incorporates processes such as shared decision making (SDM), defined as a deliberative dialogue in
which clinicians and patients jointly consider treatment options, benefits, risks, and patient values to reach
agreements about care paths (Elwyn etal., 2012). SDM aligns with self-determination theory, which posits
that autonomy, competence, and.relatedness support intrinsic motivation and sustained behavior change
(Deci & Ryan, 2000). Evidence suggests that when patients participate actively in decisions, they report
greater satisfaction, feel more empowered, and may adhere more consistently to chosen treatments (Joosten
et al., 2008). Communication quality—encompassing clarity, empathy, responsiveness,sand cultural
sensitivity also influence patient trust and understanding. Poor communication can lead misunderstanding
treatment instructions, medication errors, and disengagement from care routines.

Another dimension of PCC involves emotional support, which acknowledges the psychological burden of
chronic disease and seeks to address fears, anxieties, and social challenges that accompany long-term
conditions. Emotional support can buffer stress, enhance coping, and strengthen adherence through
reinforcement of positive behaviors. Care coordination, often operationalized through integrated care
teams, transition planning, and follow-up systems, ensures that actions across different providers and
settings are aligned with patient goals. Fragmented care, by contrast, can confuse patients and disrupt
adherence when recommendations conflict or information fails to travel across clinical boundaries.

Treatment adherence itself is a complex behavior influenced by cognitive, emotional, and social factors.
The World Health Organization conceptualizes adherence as involving not only medication taking but also
lifestyle changes, attendance at appointments, and engagement with self-monitoring practices (World
Health Organization, 2003). In chronic diseases, adherence is essential to controlling disease progression,
preventing complications, and optimizing quality of life. Nonadherence increases risks of hospitalizations,
disease exacerbations, and mortality, representing a significant public health concern.

Empirical research linking PCC to adherence yields mixed but generally positive findings. A meta-analysis
by Zolnierek and Dimatteo found that better provider communication was associated with higher treatment
adherence, suggesting that interpersonal processes matter in chronic disease management (Zolnierek &
Dimatteo, 2009). Studies of SDM interventions have shown improvements in medication adherence and
lifestyle behaviors among patients with diabetes and cardiovascular disease, though effect sizes vary across
contexts. Researchon care coordination highlights its value in reducing hospital readmissions and
improving consistency.in treatment plans, particularly when multidisciplinary teams and electronic health
records facilitate information flow. Emotional support interventions, such as counseling and peer support
groups, have been associated with improved self-management behaviors, though isolating their unique
contribution to adherence can be methodologically challenging due to overlapping care processes.

Despite these insights, gaps remain. Much of the literature relies on self-report measures of adherence,
which may be subject to social desirability bias. Studies vary in how they operationalize patient-centered
constructs, making comparisons difficult. Few studies examine the combined influence of multiple PCC
dimensions within a comprehensive analytic model, limiting understanding of their relative contributions
and interdependencies. The proposed research addresses these gaps by measuring multiple PCC dimensions
concurrently and modeling their predictive relationships with treatment adherence using structural equation
modeling. This approach allows for simultaneous examination of direct and indirect effects, offering a
nuanced understanding of how relational, communicative, and structural aspects of care influence
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adherence behaviors in chronic disease populations.

Conceptual Model / Theoretical Framework

This study integrates self-determination theory and patient-centered care frameworks to hypothesize that
patient-centered processes lead to higher treatment adherence. Self-determination theory suggests that
autonomy support, competence, and relatedness enhance motivation for sustained behavior change. The
conceptual model includes fourn'key constructs: Shared Decision Making, ‘€ommunication Quality,
Emotional Support, and Care‘Coordination as predictors of Treatment Adherence. It posits that these care
processes foster patient.empowerment, understanding, and alignment of treatment plans with personal
goals, leading to better adherence outcomes. SmartPLS structural modeling assesses direct paths from each
predictor to treatment adherence.

Methodology

A quantitative cross-sectional survey was conducted among adults diagnosed with one or more chronic
diseases attending outpatient clinics. Participants were recruited through purposive sampling. Data were
collected using a validated questionnaire measuring perceptions of patient-centered care dimensions
(shared decision making, communication quality, emotional support, care coordination) using Likert scales
and self-reported treatment adherence measures adapted from established instruments. Ethical approval and
informed consent were obtained. Data were analyzed using SmartPLS for structural equation modeling to
test hypothesized relationships and estimate path coefficients. Model assessment included measurement
validity (convergent and discriminant) and structural path significance via bootstrapping with 5,000
subsamples.

Analysis
Preliminary data screening confirmed acceptable levels of missing data and normality for key variables.
SmartPLS was chosen for its ability to handle complex latent constructs and smaller sample sizes without
strict normality assumptions. Measurement model assessment included reliability (Cronbach’s alpha,
composite reliability), convergent validity (average variance extracted), and discriminant validity (Fornell-
Larcker criterion). Significant constructs were retained. Structural model testing estimated direct effects of
PCC dimensions on treatment adherence. Significance was evaluated via bootstrapping and t-values.

Results

Table 1 Measurement Model
Construct Cronbach’s Alpha Composite Reliability AVE
Shared Decision Making 0.87 0.90 0.61
Communication Quality 0.84 0.88 0.58
Emotional Support 0.79 0.83 0.54
Care Coordination 0.86 0.89 0.60
Treatment Adherence 0.88 0.91 0.63

Interpretation:

All constructs exceed reliability thresholds (Cronbach’s alpha > 0.7) and demonstrate adequate composite
reliability (>0.8). Average variance extracted (AVE) values above 0.5 indicate acceptable convergent
validity. These results confirm that survey measures reliably represent the underlying constructs of patient-
centered care dimensions and treatment adherence.
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Table 2 Structural Model Results

Path i} t-value p-value

Shared Decision Making — Adherence 0.34 4.82 <.001

Communication Quality — Adherence 0.29 3.97 <.001

Emotional Support — Adherence 0.18 2.45 <.05

Care Coordination — Adherence 0.27 3.52 <.001
Interpretation:

Shared decision making significantly predicts treatment adherence, suggesting that when patients
participate in decisions about their care they are more likely to follow prescribed regimens. Communication
quality similarly contributes to adherence, indicating that clarity and responsiveness in clinician-patient
interactions strengthen patients’ understanding and motivation to engage with treatment. Emotional support
also positively influences adherence, although its effect is smaller compared to other predictors; this aligns
with research suggesting that affective support reinforces coping and engagement. Care coordination shows
a strong positive relationship with adherence, underscoring the importance of systems that align
recommendations, follow-up, and multidisciplinary communication. The model collectively explains a
substantial portion of variance in treatment adherence, highlighting the combined impact of relational,
communicative, and systemic aspects of patient-centered care.

Conclusion and Discussion

This study confirms that patient-centered care dimensions significantly predict treatment adherence among
individuals with chronic diseases. Shared decision making, communication quality, emotional support, and
care coordination each contribute to improved adherence, reinforcing theories that collaborative,
empathetic, and well-organized care fosters sustained engagement with chronic disease management.
Findings suggest that clinics and providers should prioritize relational competencies, structural support
systems, and shared decision structures to enhance adherence outcomes. Limitations include reliance on
self-report measures and cross-sectional design, which restrict causal inference. Future research should
incorporate longitudinal designs and objective adherence measures. Practically, healthcare organizations
can implement training programs that enhance communication, build emotionally supportive environments,
and deploy integrated care pathways that reinforce continuity and patient engagement.
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