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Abstract

Background: Chronic disorders, such as; diabetes mellitus type 2 and cardiovascular diseases are the most common reason
of disabilities and increased the rates of morbidities and mortalities among population worldwide. The current review aims to
explore the patients and physicians related factors of adherence to evidence-based guidelines in T2DM and cardiovascular
diseases.

Methods: Scientific articles that linked to the present topic were obtained using an online searching process. The searching
process included different scientific websites such as Google Scholar and PubMed. We obtained 18 articles that matched with
the current subject and written in English. Of those 18 articles, 6 were excluded as they published before 2000, or mayn’t
focusing on the present topic or written in a language other than English; therefore, only 12 papers were included, and they
were published till 2020.

Results: Articles were selected according to the inclusion criteria that we selected, and then the discussion of the subject was
performed under the main titles.

Conclusion: Chronic diseases are considered the most dominant sources of morbidity and mortality worldwide (coronary
artery disease, diabetes, and ischemic stroke). Most patients didn’t know why they didn’t know adequate information about
the guidelines, or they felt embarrassing when receive drug recommendation. Lack of awareness, knowledge and
communications are the most barriers for physicians’ non or poor adherence to evidence-based guidelines. Physicians should
educate patients about adherence to the guidelines of diabetic and cardiovascular diseases. More health education programs
should be implemented to increase the knowledge of patients and physicians about the risk of T2DM and CVD and
adherence to the guidelines to could manage, control, and prevent these diseases.

Keywords: Cardiovascular risk factors, Chronic diseases, Diabetic mellitus T2 risk factors, Evidence-based guidelines,
Health literacy.

the current best evidences of clinical trials [4]. The
development of these practice guidelines is to help
physicians/general practitioner and patients to take a proper
decision regarding health care, particularly clinical
circumstances [5]. Successful implementation of these
guidelines enhances the quality of healthcare through
accelerate the application of effective advances to daily
practices [6].

Introduction

Chronic diseases, such as; coronary artery disease, diabetes,
and ischemic stroke, are considered the most dominant
sources of morbidity and mortality worldwide [1].
Cardiovascular disease leads to premature death and
disability among population, which promoted the costs of
healthcare [2]. Diabetes mellitus is a chronic disease that
also leads to morbidity, but early diagnosis, detection, and

management of chronic diseases could reduce its risks [3]. Additionally, implementation of these guidelines could
Also, the burden of chronic diseases could be reduced significantly prevent and decrease the morbidities and
through developing of treatment guidelines, according to mortalities related to non-communicable diseases [7].
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Although these guidelines became a major tool for
promoting the quality of healthcare service provided, their
effect is significantly different [8]. Also, evidence-based
guidelines had limited impact on changing the behavior of
physicians, few numbers of them aware of the factors
related to the way of changing their practice methods based
on their knowledge of guidelines [9-11]. There are several
barriers which inhibit the adherence of physicians to the
guidelines either of diabetes or cardiovascular diseases [12,
13]. Most barriers are related to physicians’ lack of
awareness about the presence of these guidelines and lack
of familiarity with these guidelines which might lead to
deviation from recommended therapy [13, 14]. Also, the
poor of physicians’ compliance to guidelines might be
returned to lack of awareness of recent guidelines, their
attitudes and beliefs are considered reasons for non-
adherence [15]. Regarding patients’ adherence to
guidelines, several studies reported that patients’
preferences and abilities are considered barriers [16]. But
there are other barriers limiting physicians and patients
from adherence to guidelines. Therefore, the current review
aims to explore factors and barriers related to patients and
physicians’ adherence to diabetic and cardiovascular
diseases’ guidelines and prevention strategies.

Materials and Methods

Scientific article that linked to the present topic were
obtained using an online searching process. The searching
process included different scientific websites, such as;
Google Scholar and PubMed, using several keywords such
as; Cardiovascular risk factors, Chronic diseases, Diabetic
mellitus T2 risk factors, Evidence-based guidelines, Health
literacy. We obtained 18 articles that matched with the
current subject and written in English. Of those 18 articles,
6 were excluded as they published before 2000, or mayn’t
focusing on the present topic, or written in a language other
than English; therefore, only 12 papers were included, and
they were published till 2020.

Discussion
Diabetes mellitus type Il and Cardiovascular diseases

Diabetes mellitus (DM) is a chronic disease resulted from a
shortage of pancreas in production of insulin or improper
use of the insulin by the body [17], furthermore, DM could
be managed and prevented [18]. But, achieving successful
treatment through achieving a proper level of glycated
hemoglobin (HbAlc) is not satisfactory [19], that led to
increasing of diabetic complications with a longer period
[20]. Hyperglycemia and diabetic complications could be
addressed through adherence to medical guidelines which
increased the knowledge of physicians regarding daily
medical practice and achieve a successful treatment [21].
Cardiovascular disease (CVD) is a chronic disease that
increase the rate of morbidity and mortality among
population worldwide [2]. The term adherence is referred to
a variety of context, such as; evidence-based guidelines,
lifestyle modifications, and medications [22]. The rate of

adherence to T2DM are low which accounting for 40% to
60% worldwide. A poor adherence to the cardiovascular
disease guidelines and prevention was reported through
several meta-analysis studies, which ranged from 60 to 75%
[23]. Several factors determine the adherence to evidence-
based guidelines, such as; patients’ factors, physicians’
factors, and healthcare system factors [24]. The current
review addresses patients and physicians’ factors of
adherence to diabetic guidelines in T2DM.

Patient related factors of adherence to T2DM and CVD
guidelines and prevention.

Health literacy, awareness of patients about the disease, and
their lifestyle are considered the most related factors of
adherence to diabetic guidelines [25]. Additionally, cost,
side effects, forgetfulness, mental illness, a feeling of guilt
or failure, and complex regimes are also other factors or
barriers related to adherence of patients to diabetic
guidelines and prevention [25]. Additionally, the inability
to harmonize patient preferences with guidelines
recommendation is considered a major barrier for non-
adherence. The way at which patients receive the guidelines
recommendations might embarrass them and most
physicians reported that they themselves are considered as
barriers for patient adherence to guidelines [13, 26].

Health literacy

Education of patient with T2DM about the regimens of
medication, drugs’ purpose, the mechanism of its working,
drug conjugation with each other, and the necessity of
lifestyle changes is essential for managing the disease.
Additionally, improving patients’ education on how they
could solve problems enabled them to self-manage their
diabetes effectively. It was reported that increased diabetic
patients’ education had a positive effect on glycemic
control, which could be occurred through providing health
educational programs [27]. Several studies reported that
diabetic self-management education’ standards which had a
good diabetic education could enable physicians to provide
evidence-based guidelines to their patients and improved
knowledge regarding fasting glucose, diabetes, and Al1C
over one year [28]. Also, implementation of educational
programs for patients with CVD increased the adherence of
patients and improved the outcomes [22]. Regarding poor
adherence or non-adherence of patients to medication
guidelines of CVD, several factors are reported, such as;
educational level of the patients, inadequate patient
education about the risk of CVD and the guidelines, and
health literacy could affect patient adherence to CVD
medication [29-31].

Improving Convenience

Complex treatment regimens are considered as one of the
leading causes of non-adherence to medications among
diabetic patients. Therefore, a fixed-dose combination
therapy (FDCT) had a good impact in the reduction of
medication burden and improved medication adherence
among patients who couldn’t adhere to diabetic guidelines.
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Previous studies found that FDCT improved the adherence
to diabetic medication by 10% to 13%, increased patient
satisfaction towards medications, and reduced the medical
costs which considered another barrier of adherence to
diabetic guidelines [27, 32]. Additionally, among patients
with CVD and receiving more complex medication
regimens decreased their adherence to the guidelines [33,
34].

Lack of diabetes or CVD acceptance as chronic diseases:

Most patients with T2DM or CVD require significant
lifestyle modifications because they failed to identify the
seriousness of their conditions. Additionally, most of them
lack information and motivation which are related factors of
adherence to diabetic guidelines. Lack of motivations
decreased self-management among patients, and they
preferred to take a pill rather than adherence to guidelines
which need a lot of encouragement. Lack of adherence is
also associated with patients’ attitude toward chronic
diseases, a previous history among family members with
diabetes or CVD might lead to a fatalistic attitude. Also,
other patients’ attitudes, such as; passivity, denial, or
unrealistic perspectives are considered major barriers
related to adherence to diabetic or CVD guidelines and
prevention. Most T2DM patients suffered from other co-
morbidities, such as; kidney failure, lost their foot due to
infection, alcohol addiction, some cultural background, cost
of medication, and hardworking are considered other
barriers limiting patients with T2DM from adherence to
evidence-based guidelines and to manage/control their
diabetes [35, 36]. Elderly patients and smokers with chronic
diseased T2DM or CVD had a poor adherence to the
medication guidelines, it was reported that smoking status
with CVD were risk factors for poor adherence among
patients to the medications, such as; aspirin and 3-blocker
[37]. On the other hand, there are some facilitators which
promote patient to adhere to the guidelines, such as; during
the diagnosis time (opportune time), most patients who
experienced anxiety are more likely to receive information
which motivate patients’ behaviors, helped them to change
their lifestyle, and this interventions gave a better outcomes
among patients with chronic diseases [35].

Physicians related factors of adherence to T2DM
guidelines and prevention

There are factors related to physician adherence to the
guidelines, such as; the ability to set clear treatment goals,
time for patient care/insufficient time, and reactive versus.
proactive approach to care. Additionally, physicians’ failure
to recognize and manage comorbidity, failure to initiate and
set clear goals, concern of causing harm, insufficient focus
on goal attainment, underestimating of patient’ needs [27,
38].

Lack of knowledge and agreement towards diabetes and
CVD guidelines

Lack of knowledge about T2DM guidelines and the latest
updates in devices, treatments, and therapies, especially

physician who didn’t treat many patients with T2DM are
considered major barriers to control and manage glycemic
control. Lack of awareness of the clinical guidelines might
cause difficulties in taking proper decisions and knowing
the treatment strategies. Additionally, most physician due to
lack the adherence to diabetes guidelines, they lack the
proper time for initiating diabetic diets or starting insulin.
Also, lack of knowledge about the guidelines caused a
shortage of knowledge about the adherence to T2DM
medication and resulted in poor treatment compliance and
most physicians wanted to keep the patients happy. Other
barriers about the adherence to guidelines, most physicians
didn’t track or recall their patients with T2DM that led to
poor communication between physicians and patients [35,
39]. Most physicians lack agreement with a specific
guidelines of CVD diseases prevention [40], lack of self-
efficacy in prescribing medications to lower the cholesterol
which is associated with physicians initiating therapy
consistent with national guidelines. Low self-efficacy might
be due to lack of confidence or lack of preparation that lead
to poor or non-adherence to the guidelines of CVD diseases
[41].

On the other hand, there are motivators/facilitators factors
for physicians are related to adherence to diabetes
guidelines, such as; increase the education of physicians
about T2DM, its risks, and the guidelines adherence.
Additionally, increased familiarity with the information
technology regarding T2DM and the guidelines to could
track the diabetic patients and educate them about the
diabetes and guidelines adherence [35].

Conclusion

Chronic diseases are considered the most dominant sources
of morbidity and mortality worldwide (coronary artery
disease, diabetes, and ischemic stroke). Most patients didn’t
know why they didn’t know adequate information about the
guidelines, or they felt embarrassing when receive drug
recommendation. Lack of awareness, knowledge,
communications are the most barriers for physicians’ non or
poor adherence to evidence-based guidelines. Physicians
should educate patients about adherence to the guidelines of
diabetic and cardiovascular diseases. More health education
programs should be implemented to increase the knowledge
of patients and physicians about the risk of T2DM and
CVD and adherence to the guidelines to could manage,
control, and prevent these diseases.
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