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Schizophrenia occurs in 1 percent
of the population, but patients
with schizophrenia occupy more

than 40 percent of psychiatric hospital
beds (1). The annual U.S. cost of
schizophrenia is estimated at $33–$65
billion, making it one of the most ex-
pensive psychiatric disorders in terms
of direct treatment costs and indirect
costs of lost productivity and expendi-
tures for public assistance (2,3). Al-
though antipsychotic medications are
an essential component for treating
patients with schizophrenia, adher-
ence continues to be a major problem
(4,5). Nonadherence to antipsychotic
medication treatment leads to several
important clinical and economic prob-
lems, including psychotic relapse, in-
creased clinic and emergency depart-
ment visits, and rehospitalization
(2,6–9). In a comprehensive literature
review of neuroleptic withdrawal, the
mean cumulative relapse rate was 53
percent for patients withdrawn from
antipsychotic medication and 16 per-
cent for those whose illness was man-
aged with antipsychotic medication
(10). In addition to these costly clini-
cal problems, there is growing evi-
dence that nonadherence to antipsy-
chotic medications substantially im-
pairs health-related quality of life and
functioning (11–13).

Efficacious antipsychotic regimens
frequently do not achieve their po-
tential because of nonadherence. In a
review of the antipsychotic medica-
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Objective: Medication adherence continues to be a challenge for pa-
tients with schizophrenia. Many interventions have been tested but not
widely adopted. To fill this gap, this qualitative study examined patient
and provider perspectives on barriers, facilitators, and motivators relat-
ed to adherence. Methods: Twenty-six patients (15 veterans and 11 non-
veterans) diagnosed as having schizophrenia or schizoaffective disorder
completed in-depth qualitative interviews. Each patient’s mental health
provider completed an open-ended paper-and-pencil questionnaire that
followed the format of the patient qualitative interview. Patients and
their providers were asked about seven domains of an explanatory mod-
el for schizophrenia and about barriers to, facilitators for, and motivators
to taking antipsychotic medication. Patients and providers responded
from the perspective of the patient. Patient interviews were audiotaped
and transcribed. The data were analyzed with content analysis and con-
stant comparison methods. Results: Explanatory model agreement be-
tween patients and their providers ranged from 40 to 100 percent, de-
pending on the explanatory model domain. Patients identified 214
unique barriers, facilitators, and motivators, and agreement between pa-
tients and their providers ranged from 54 to 65 percent. Sample patient
quotes are provided. Conclusions: Substantial disagreement arose be-
tween patients and their providers with regard to their explanatory mod-
els for schizophrenia and the barriers, facilitators, and motivators
thought to affect patients’ medication adherence decisions. These find-
ings will be used to develop and test a patient-centered strategy to en-
hance medication adherence. (Psychiatric Services 57:1170–1178, 2006)
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tion adherence literature, Cramer
and Rosenheck (4) reported a median
nonadherence rate of 42 percent. In a
literature review using stricter inclu-
sion criteria, Lacro and colleagues (5)
reported a median nonadherence
rate of 47 percent. They found that
the most consistently reported and
potentially modifiable risk factors for
nonadherence were patient-related
factors (poor insight into having a
mental illness, negative attitude or
subjective response toward antipsy-
chotic medication, and substance
abuse) and environment-related fac-
tors (poor therapeutic alliance) (5).
These findings are consistent with
findings from the recent Clinical An-
tipsychotic Trials of Intervention Ef-
fectiveness (CATIE) in which 75 per-
cent of patients stopped phase I an-
tipsychotic medication within 18
months. The most common reason
for stopping was simply the patient’s
decision to discontinue, not lack of ef-
ficacy or side effects (14).

Investigators have tested a number
of interventions to improve antipsy-
chotic medication nonadherence. In
their recent review, Zygmunt and col-
leagues (15) identified five interven-
tion categories—individual, family,
group, community, and mixed—and
found that the individual interven-
tions tended to be the most success-
ful. Successful individual interven-
tions used behavioral tailoring (16)
and motivational interviewing (17).
However, a subsequent motivational
interviewing intervention showed no
advantage over nonspecific counsel-
ing (18). A successful mixed interven-
tion used in the Veterans Affairs (VA)
health care system used a behavioral
tailoring component (19).

Two important observations emerge
from review of successful medication
adherence interventions. First, each
of the successful interventions had a
strong patient-centered focus. This
feature is not surprising, given that
the successful intervention strate-
gies—behavioral tailoring and moti-
vational interviewing—are by defini-
tion centered on the patient. Second,
none of these interventions have been
widely adopted, probably because of
the significant costs associated with
implementation.

In response to the continuing chal-

lenge of antipsychotic medication ad-
herence, we began the process of de-
veloping a sustainable patient-cen-
tered intervention using the interven-
tion mapping process (20,21). The
first step in the intervention mapping
process is to assess needs and capaci-
ties, which includes a literature re-
view to define the problem, “going to
the source” by asking patients and
their providers about medication ad-
herence, reviewing available adher-
ence models and theories, and organ-
izing needs and capacities by impor-
tance and modifiability. Subsequent
steps in the intervention mapping
process include defining objectives
and the changes necessary to meet
those objectives, reviewing available
interventions and strategies to ad-
dress the problem, producing and re-
fining the intervention, implementing
it, and evaluating it.

In “going to the source,” we asked
patients and their mental health
providers to describe their explanato-
ry models of schizophrenia and the
barriers, facilitators, and motivators
associated with antipsychotic medica-
tion adherence. Previous qualitative
studies of medication adherence
among patients with schizophrenia
focused on medication knowledge
(22) and medication side effects (23).
Previously used models of medication
adherence in this population were
largely derived from the general med-
ical literature and clinical experience,
not patient self-report (24–26). To
our knowledge, general models, such
as the health belief model (27) and
the health decision model (28), have
not been informed by data from pa-
tients with schizophrenia.

In this article we describe and com-
pare patient and provider explanatory
models for schizophrenia and per-
ceived barriers, facilitators, and moti-
vators of antipsychotic medication ad-
herence. These data will provide the
building blocks for constructing a sus-
tainable patient-centered interven-
tion to improve antipsychotic medica-
tion adherence.

Methods
We recruited VA and non-VA outpa-
tients diagnosed as having schizo-
phrenia or schizoaffective disorders.
We asked mental health providers to

refer patients who were either med-
ication adherent or nonadherent for
an in-depth audiotaped interview
about their experience with schizo-
phrenia. However, because only pa-
tients who were currently taking their
medication were referred, we asked
all patients to discuss periods when
they stopped and when they resumed
taking their antipsychotic medication.
Additional inclusion criteria included
a clinical diagnosis of schizophrenia
or schizoaffective disorder, pre-
scribed oral antipsychotic medication
other than clozapine for more than six
months, age 20–70 years, score below
10 on the Blessed Orientation-Mem-
ory-Concentration Test (29), and ac-
cess to a telephone. We excluded pa-
tients on clozapine because of the ad-
herence criteria required to start
clozapine and the more frequent
monitoring required for clozapine.
Additional exclusion criteria included
a current clinical diagnosis of a sub-
stance use disorder or a serious phys-
ical health problem, such as seizure
disorder or unstable angina. Patients
with a substance use disorder were
excluded because they are typically
referred to programs that specialize
in dual diagnosis and our goal was to
develop an intervention for general
mental health or intensive case man-
agement settings. Institutional review
board approval was obtained from the
University of Arkansas for Medical
Sciences, and written informed con-
sent was obtained from patient and
provider participants.

Twenty-six patients (15 VA and 11
non-VA) completed in-depth qualita-
tive interviews. Patients were recruit-
ed from either a standard outpatient
setting or an intensive case manage-
ment setting. Recruitment and inter-
viewing of the VA sample were com-
pleted first. Data saturation deter-
mined the number of patients in the
VA and non-VA subsamples. Recruit-
ment ended when no new data were
obtained from three consecutive in-
terviews in each subsample. Mean±
SD patient age was 44.3±9.9 years. Of
the sample, 23 patients (89 percent)
were male, 15 patients (58 percent)
were Caucasian, 11 (42 percent) were
African American, 11 (42 percent)
completed some college, nine (35
percent) were working full- or part-
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time, and six (23 percent) lived in a
supervised setting.

Seventeen mental health providers
participated in the study (six were the
provider for more than one patient).
Eight were prescribing providers
(four doctors of medicine, three pre-
scribing nurses, and one doctor of
pharmacy), and nine were nonpre-
scribing providers (four social work-
ers, three nurses, and two other pro-
viders). The inclusion criterion for
providers was provision of direct care
to a participating patient for at least six
months. The median time in which
providers had been involved in the
care of each patient was 36 months
(range of six to 144 months). The me-
dian number of patient visits to the
participating provider per year was 19
(range of two to 260 visits). Thirteen
patients (50 percent) received a home
visit from the participating provider,
and 20 patients (77 percent) received
case management services.

Patient data collection
The research team developed a semi-
structured interview guide to facili-
tate and focus patient data collection.
The interview guide started with an
open-ended question and included
more specific probe questions (see
box, this page). Depth and richness
were achieved by folding the probe
questions and additional clarifying
questions smoothly into the interview.
We used a focused ethnographic ap-
proach; that is, we defined the topics
of the semistructured interview guide

a priori and attempted to understand
the patients’ responses in depth.

Explanatory models are individual-
ly constructed in response to a partic-
ular illness. They cover the perceived
causes and significance of the illness,
as well as the expected outcomes of
treatment (30). Because they often
form the basis of clinical communica-
tion, explanatory models can affect
treatment adherence and clinical
outcomes (31). We asked eight ques-
tions about explanatory models for
schizophrenia, including seven cov-
ering the illness domains defined by
Kleinman (30): name, cause, prob-
lems, recognition of increasing symp-
toms, causes of increasing symptoms,
recognition of health, and mainte-
nance of health. We asked patients to
describe their own explanatory mod-
els for schizophrenia and providers to
describe the explanatory model for
their patient. Similarly, we asked pa-
tients to identify their medication ad-
herence barriers, facilitators, and
motivators, and we asked providers
to identify the patient’s barriers, facil-
itators, and motivators.

Two research assistants conducted
the qualitative interviews with pa-
tients, one with a master’s degree and
one with a bachelor’s degree. Both
were trained in qualitative interview-
ing before conducting patient inter-
views. Training included videotaped
instruction, assigned readings, obser-
vation of live interviews, and observa-
tion by trainers while conducting
practice interviews. The patients’

qualitative interviews were conduct-
ed in person, audiotaped, and held at
a location determined by the patient
(usually in the clinic or at the patient’s
residence). Initial interviews took 30
to 60 minutes. Audiotapes were tran-
scribed verbatim within one week of
the interview. Initial analysis of the
first interview was limited to checking
for patient responses that were not
clear and for unasked probe ques-
tions. Such issues were covered in a
follow-up interview conducted in
person or over the telephone within
two weeks of the initial interview.
Follow-up interviews took ten to 15
minutes. All patient interviews and
field notes were audiotaped, tran-
scribed verbatim, checked for accura-
cy, and entered into the Ethnograph
software program (32), which assigns
line numbers to interview transcripts
and facilitates the coding, organiza-
tion, and analysis of narrative data.

Provider data collection
A mental health provider for each pa-
tient completed an open-ended pa-
per-and-pencil questionnaire, keep-
ing in mind the patient who complet-
ed the qualitative interview. The first
part of the questionnaire asked about
the explanatory model for mental ill-
ness experienced by the patient, and
the second part asked about the pa-
tient’s medication adherence barri-
ers, facilitators, and motivators.
Provider responses, which varied
from a single word to several sen-
tences, were also entered into the
Ethnograph program.

Data analysis
In keeping with the patient-centered
approach of this project, only the pa-
tient data were used to identify barri-
ers, facilitators, and motivators. We
used an inductive approach to the
analysis, starting with the raw data
(transcripts), and followed an iterative
process of content analysis and con-
stant comparison to identify patterns
and commonalities within and across
patient responses. The result was an
organization of the data from the spe-
cific (transcript data) to the abstract
(barrier, facilitator, and motivator do-
mains). [A data flow diagram is avail-
able as an online supplement to this
article at ps.psychiatryonline.org.]
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Opening question
What is it like to live with the problem you are treated for in the mental 

health clinic on a daily basis?
Explanatory model probe questions

What do you call the mental illness you have?
What do you think caused this illness?
What are the main problems this illness has caused for you?
How do you know if this illness is getting worse?
What causes this illness to get worse?
What do you do to keep this illness from getting worse?
What does being healthy mean to you?
What do you do to stay healthy?

Barrier, facilitator, and motivator probe questions
What kinds of things make it harder for you to take your medication?
What kinds of things make it easier for you to take your medication?
What kinds of things make you want to take your medication?
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Research personnel were trained in
qualitative data analysis with tran-
scripts from other studies and then
jointly coded the first interview for
this study. Subsequent interviews
were coded independently by at least
two research personnel and then dis-
cussed by the team to arrive at con-
sensus. If coders initially disagreed on
how to code a section of the tran-
script, each coder discussed his or her
coding rationale until they reached
consensus about which coding best fit
the data. Consensus was achieved in
all cases. The code book evolved over
time as additional categories were
identified. When new categories
emerged, previously coded interviews
were recoded to include the new cat-
egories. The research team recorded
all coding and thematic decisions to
provide an audit trail of the analytic
process (33).

Initial interrater agreement on as-
signing barrier, facilitator, and moti-
vator codes to the patient transcripts
was 84 percent (226 of 268 cases; in-
terrater agreement was conducted on
approximately half of the patient tran-
scripts). Interrater agreement on
whether the patient and provider
agreed on explanatory model do-
mains was 89 percent (158 of 177).
Interrater agreement on whether the
patient and provider agreed on med-
ication adherence barriers, facilita-
tors, and motivators was 90 percent
(69 of 77).

Results
Explanatory model
Patient and provider factors within
each of the seven explanatory model
domain are summarized in Table 1. It
is striking that patients and their
providers emphasized different fac-
tors within each explanatory model
domain except name of illness. For
example, a much greater proportion
of patients than of providers cited
stress as the cause of their illness or as
a factor that worsens it. Patients also
were more likely to identify improved
functioning and less likely to identify
decreased symptoms as signs of
health than were providers. Patients
were less likely than providers to
identify medication adherence as an
important factor in controlling symp-
toms or maintaining health. In addi-

tion, patients were more likely than
providers to identify stigma as a prob-
lem and to identify stress reduction
and engaging in spiritual activity as
important to maintaining health.

Overall explanatory model agree-
ment between patients and their
providers was 66 percent (117 of
177). Agreement varied from 40 to
100 percent among the seven ex-
planatory model domains (Table 2).
Examples of patient and provider
quotes demonstrating agreement
and disagreement for each of the ex-

planatory model domains appear in
Table 2. The domains with the low-
est agreement were cause of illness
and signs of health. Most patients
cited stress as the cause of their ill-
ness, whereas providers cited either
biological or unknown causes. In ad-
dition, most patients cited improved
functioning as a sign of health,
whereas most providers cited de-
creased symptoms.

Within the cause-of-illness domain,
44 percent (11 of 25) of providers
who gave an answer responded that
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Factors in seven domains of an explanatory model of schizophrenia that
emerged from interviews of 26 patients and their providersa

Patient response Provider response

Domain and factorb N % N %

Name of illness
Schizophrenia or schizoaffective 

disorderc 25 100 26 100
Cause of illness

Stress 12 48 0 —
Biological 8 32 11 42
Substance abuse and biology 3 12 0 —
Substance abuse 0 — 3 12
Unknown 2 8 12 46

Problems associated with illnessd

Symptoms and functioning 20 77 5 22
Stigma 6 23 0 —
Symptoms 3 12 1 4
Functioning 3 12 15 65
Other 1 4 2 9

Signs that illness is getting worse
Increase in symptoms 26 100 18 72
Other 0 — 7 28

Factors that cause illness to worsen
Stress 18 69 12 46
Stopping antipsychotic medications 7 27 18 69
Other 5 19 3 12

Activities that maintain health
Exercise, work, and hobbies 17 65 10 38
Taking antipsychotic medications 15 58 22 85
Participating in treatment 8 31 13 50
Stress reduction 7 27 0 —
Spiritual activity 6 23 0 —
Other 2 8 2 8

Signs of health
Improved functioning 17 65 10 38
Decrease in symptoms 4 15 13 50
Taking antipsychotic medications 4 15 0 —
Avoiding alcohol or drugs 3 12 0 —
Other 4 15 4 15

a The number of factors may not add up to 26 (or 100 percent) because of multiple responses or lack
of response by patient or provider.

b Factors are summarized hierarchically according to the patient responses.
c One patient response to this question was missing.
d “Symptoms and functioning” refers to patients and providers who mentioned both of these as

problems associated with schizophrenia. The separate responses for “Symptoms” and “Function-
ing” refer to patients and providers who mentioned one or the other as problems associated with
schizophrenia.

pyn.qxd  7/20/2006  10:06 AM  Page 1173



they did not know the cause com-
pared with 8 percent (two of 25) of
patients. In both cases where patients
responded that they did not know the
cause of their illness, so did their
providers. Within the signs-of-health
domain, one provider reported not
knowing what being healthy would
mean to his or her patient and the pa-
tient responded the same. Among all
participants who responded to a given
domain, 3 percent (6 of 179) of pa-
tients and 10 percent (18 of 177) of
providers said “I do not know.”

Barriers, facilitators,
and motivators
We initially coded 477 patient-identi-
fied barriers, facilitators, and motiva-
tors for medication adherence: 174

barriers, 127 facilitators, and 176 mo-
tivators. Redundant codes were con-
solidated, and codes were organized
into eight mutually exclusive cate-
gories: environment, side effects, re-
lationship between provider and fam-
ily, insight and knowledge, symptoms
and outcomes, substance abuse, stig-
ma, and dosing. All eight categories
were represented within the barrier
domain. Four categories—environ-
ment, provider-family relationship,
insight and knowledge, and dosing—
were represented in the facilitator do-
main, and three categories—environ-
ment, symptoms and outcomes, and
provider-family relationship—were
represented in the motivator domain.
The large decrease from unique
items to categories in the motivator

domain was due to overlap; 88 per-
cent (64 of 73) of the unique motiva-
tor items were in the symptoms and
outcomes category.

Tables 3, 4, and 5 provide examples
of the barrier, facilitator, and motiva-
tor data analysis process. We list fac-
tors within each category, the charac-
teristics of each factor, and sample
quotes (raw data) for selected charac-
teristics. [Expanded versions of the
tables are available as an online sup-
plement to this article at ps.psychi
atryonline.org.] Patients also identi-
fied potential “remedies”—that is, fa-
cilitators and motivators—for many
of the identified barriers. There were,
however, three barrier categories for
which patients did not provide poten-
tial remedies: side effects, stigma, and
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Percentage of agreement between patients and their providers on domains of an explanatory model of schizophrenia 

Agreement

Explanatory model domain % Ratioa Agreement example Disagreement example

Name of illness 100 25:25 Provider: “Schizophrenia, paranoid” na
Patient: “They told me it is paranoid 

schizophrenia. . . . I say you got a men-
tal problem. That is what I say to 
myself. . . . Now remember I’m still 
paranoid schizophrenic.”

Cause of illness 40 10:25 Provider: “Biological vulnerability” Provider: “Biological predisposition”
Patient: “It’s caused by a chemical Patient: “An excess of life without pause. 

imbalance.” Life gave me a pause without my 
choice.”

Problems associated with 77 20:26 Provider: “Social isolation” Provider: “Mild parkinsonism and
illness Patient: “They (some people) kind of neuroleptics”

hold you at a distance.” Patient: “I’d be seeing things and hearing
things and falling out, y’know.”

Signs that illness is getting 64 16:25 Provider: “Exhibits manic symptoms, Provider: “He starts giving things away,
worse particularly irritability, trouble sleep- does not sleep past 3 or 4 a.m., 

ing, impulsive behaviors” paranoid.”
Patient: “One of the triggers is lack of Patient: “When I start hearing voices”

sleep, lots of energy, or no energy at all.”
Factors that worsen illness 67 16:24 Provider: “Medication noncompliance, Provider: “Reducing, stopping medica-

alcohol abuse” tions on his own.”
Patient: “When I don’t take it (medica- Patient: “I just start getting depressed, . . .

tion) consistently, I end up in the problems at work, and I just get de-
hospital.” pressed and overwhelmed.”

Activities that maintain health 69 18:26 Provider: “Works his recovery program” Provider: “Complies with treatment”
Patient: “I go to AA and CA meetings. Patient: “Stay out of trouble I guess . . . 

. . . I call my sponsor a lot.”b and get exercise.”
Signs of health 46 12:26 Provider: “Free of psychosis, no med Provider: “Being able to do volunteer

side effects, good work and social work”
functioning” Patient: “When I can get a good 

Patient: “I have more empathy for the night’s rest and even though I have 
world, not just me; I’m not as selfish those thoughts—suppress them with
as I used to be because I am more prayer and my own counterthoughts.”
emotionally healthy.”

Total 66 117:177

a Number of patients to number of providers
b Alcoholics Anonymous and Cocaine Anonymous
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substance abuse. There were also two
categories, environment and
provider-family relationship, in which
patients identified factors in each of
the barrier, facilitator, and motivator
domains.

The overall agreement on barriers,
facilitators, and motivators between
patients and their providers was 61
percent (47 of 77): 54 percent (14 of
26) for barriers, 64 percent (16 of 25)
for facilitators, and 65 percent (17 of
26) for motivators. All patients identi-
fied at least one barrier, and 85 per-
cent (22 of 26) of their providers were
able to identify at least one patient
barrier. Most patients (24 of 25, or 96
percent) and 88 percent (22 of 25) of
providers were able to identify at least
one patient facilitator, and all patients

and 88 percent (23 of 26) of providers
were able to identify at least one pa-
tient motivator.

We also examined the relationship
between the level of explanatory
model agreement and barrier, facilita-
tor, and motivator agreement. Low
explanatory model agreement was de-
fined as no agreement or agreement
on one domain of seven, and high
agreement was defined as agreement
on six of seven domains or on all sev-
en domains. The only patient-
provider pair with low explanatory
model agreement (one of seven) also
had the lowest possible level of barri-
er, facilitator, and motivator agree-
ment (no agreement on any of the
three). Among the four patient-
provider pairs with high explanatory

model agreement, two had perfect
barrier, facilitator, and motivator
agreement and two agreed on two of
the three. The only two other patient-
provider pairs to achieve perfect bar-
rier, facilitator, and motivator agree-
ment achieved agreement on three
and six of the seven domains in the
explanatory model.

Discussion
This study had two goals: to examine
the explanatory models that patients
and their providers use to understand
schizophrenia and to identify barri-
ers, facilitators, and motivators associ-
ated with antipsychotic medication
adherence from the patient perspec-
tive. Patients were able to provide
meaningful responses to most ques-
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Barriers to antipsychotic medication adherence, by category, and sample quotes from patient interviews

Category and factor Characteristic Sample quote

Environment
Lack of support For diagnosisa “My ex-wife was telling me, ‘You don’t have a mental illness.

For the need for treatment You need to get off the medicine.’ ”
Cost Cannot afford the medicationsa “Medicine got so expensive I was shuffling between paying 

Not wanting to pay for the medications for the medications and living.”
Side effects: impaired Worka “I didn’t want to take the Haldol. I was scared I might get 

functioning Interpersonal functioning my hand cut off when cutting up a chicken.” [patient 
worked at a chicken processing plant]

Insight and knowledge
Nonuse of medications Beneficial effects of medications not “In the beginning a lot of the times you don’t even know 

recognizeda what symptoms you have from the illness or from the
Medications not effective medication.”
Medications viewed as punitive

Fear Fear of medications doing harma “I don’t really like taking that medicine because I’m kind of
Fear of overdosing afraid of it. I’m afraid it might do something bad to your
Fear of becoming addicted brain.”

Self-stigma Putting self downa “Dwell on the past, put myself down, or call myself a nut
Embarrassment case.”

Symptoms and outcomes
Memory problems Not remembering reasons why medi- “They give me so much information that I can’t remember 

cations are neededa all the reasons why I need to take them [medications].”
Being easily distracted
Thought disorganization

Nihilism Medications do not help anywaya “It doesn’t matter whether I was on the medication or off the
Not desiring a good outcome medication, this would happen anyway. And all the time 

you know this is not true.”
Provider and family: Angry with providera “They were telling me [to take medication]. It was me

anger Angry with family saying to myself you know this guy is your age or younger 
or older, why aren’t you like him? It was rebel against auth-
ority, was all it was.”

Substance abuse Use of alcohol or street drugs instead of “I used street drugs to self-medicate.”
medicationsa

Fear of combining medications with 
alcohol or street drugs

Dosing Missing midday doses of medicationsa “And so I have been forgetting it at work, and they have to
Sleeping late and missing morning remind me at lunch to take it.”

medications

a Corresponds to sample quote
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tions about the explanatory model
and about barriers, facilitators, and
motivators.

Patients and their providers agreed
completely on the name given to the
patients’ mental illness but had poor
agreement on the cause of the illness
and on how to recognize when the
patient was doing well. Patients were
more likely than providers to identify
stress as an initial cause of their ill-
ness and as a factor that makes their
illness worse, whereas providers
were more likely to respond “I do not
know” when asked to identify the
cause of illness and to identify stop-
ping medications as a factor that
makes their patient’s illness worse.
There appears to be a mismatch be-
tween the patients’ and providers’
basic understanding of schizophre-
nia, which could have a negative im-
pact on their therapeutic relationship
and ultimately on patient adherence
to treatment.

Consistent with other schizophre-
nia literature (34), in this study pa-
tients were more likely to identify im-
proved functioning as evidence of a
good outcome, whereas providers
were more likely to cite decreased
symptom severity. Patients’ emphasis
on functioning is consistent with the
emphasis on recovery in the Presi-
dent’s New Freedom Commission on
Mental Health report (35) and does
not focus on symptom management
alone (35,36). Patients were also less
likely than providers to identify stop-
ping medications as causing their ill-

ness to get worse. If patients with
schizophrenia do not associate med-
ication nonadherence with a worsen-
ing of their illness and place a rela-
tively low value on decreased symp-
toms, nonadherence to antipsychotic
medication regimens is more under-
standable.

The 214 unique barrier, facilitator,
and motivator items and 39 factors
identified in this study are a coherent
collection of medication adherence
predictors that is consistent with the
literature (11,37–40). As can be seen
in the quotations in Tables 3, 4, and 5,
patients may struggle to clearly artic-
ulate specific barriers, facilitators,
and motivators, but their responses
are credible and consistent.

Of note is that the environment
and provider-family relationship cat-
egories were the only ones that ap-
peared as all three—barriers, facili-
tators, and motivators. This may re-
flect their importance to patient de-
cisions; alternatively, these cate-
gories may simply be the most famil-
iar to patients. More work is needed
to determine the relative value of
barriers, facilitators, and motivators
for a given patient in order to target
the ones that are most likely to influ-
ence adherence.

Even using a liberal definition of
agreement, we found that more than
one-third of the patient-provider
pairs did not agree on barriers, facili-
tators, and motivators for patient
medication adherence. The lowest
agreement between patient and

provider was about barriers. Given
that some patients in this study had
the same provider, one possible ex-
planation for this finding is that the
disagreement was centered within a
few patient-provider pairs with the
same provider. However, we did not
find this to be the case. There were
two patient-provider pairs who did
not agree on any of the patient-iden-
tified barriers, facilitators, or motiva-
tors, and these patients were with dif-
ferent providers. Another possible ex-
planation is that there would be more
disagreement among pairs with a
shorter clinical relationship. Again,
this was not the case. If anything, the
pairs with shorter clinical relation-
ships were among those with the
highest agreement.

Disagreement on medication ad-
herence barriers, facilitators, and mo-
tivators can also contribute to med-
ication nonadherence. At a minimum,
if a provider focuses on a particular
barrier, facilitator, or motivator that is
not relevant to a patient, the provi-
der’s efforts to encourage adherence
are likely to be ineffective. In addi-
tion, disagreement could have a neg-
ative impact on medication adher-
ence via diminished patient-provider
trust (41–43).

To bridge the gap between patient-
and provider-identified barriers, facil-
itators, and motivators, we plan to re-
fine and test a patient-centered med-
ication adherence intervention for
schizophrenia that incorporates the
results from this study. We will use
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Facilitators to antipsychotic medication adherence, by category, and sample quotes from patient interviews

Category and factor Characteristic Sample quote

Environment: reminders Use of medication container devicesa “But after I got my pill holder, you know the kind with days
Environmental cues marked on it? Then I took it pretty regular, I remembered.
Planning ahead for time away from home Otherwise I couldn’t remember if I took it or not. Then I 

was afraid to take it twice.”
Insight and knowledge: Knowledge that medication is necessarya “Yeah, at times it do me really good, and I just go on and get 

need for medication Acceptance of diagnosis it because I know it is good for me.”
Provider and family: trust Being able to trust in the providers’ “Thinking about Dr. X, thinking about my children, thinking

knowledge about schizophrenia that it’s just the right thing to do, especially recently be-
cause somebody knows more than I know, and my health 
is the most important thing.”

Dosing Preference for injection or oral medi- “Well when I was on the decanoate, I had to take it once a 
cationa month. . . . It was just easy to go ahead and get that.”

Taking medication once per day
Taking fewer pills each day

a Corresponds to sample quote
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standard psychometric item-reduc-
tion strategies to create a barrier, fa-
cilitator, and motivator checklist that
is more feasible for use under routine
care conditions. We will address sus-
tainability by combining these results
with an options list specific to each
patient-identified barrier, facilitator,
and motivator for use by the provider
within the clinical encounter. The
above intervention components will
be automated using a touch-screen
computer interface.

Study limitations include the rela-
tively small number of patients. Given
the current lack of sustainable medica-
tion adherence interventions for pa-
tients with schizophrenia and the qual-
itative nature of this study, our goal
was to achieve a deeper rather than a
broader understanding of this impor-
tant issue. All patients were taking
their medication at the time of the in-
terview, but for purposes of the inter-
view all could easily recall a time when
they were not medication adherent.
We did not sample patients with a sub-
stance use disorder. We did not con-
duct the same type of open-ended in-
terviews with providers as we did with
patients. This may have increased pa-
tient-provider disagreement because
providers might have provided more
detail in an interview than they did re-
sponding to a paper-and-pencil survey.
In the analysis phase, we used a liber-
al definition of agreement to at least
partially account for this difference in
data collection methods. In addition,
whereas we sampled patients from
both VA and non-VA settings and from
both standard and intensive case-man-
agement programs in central Arkan-
sas, inclusion of other locations and

service delivery systems might have al-
tered the scope of patient and provider
responses.

Conclusions
We found substantial disagreement
between patients and their providers
with regard to their explanatory mod-
els for schizophrenia and limited
provider understanding of the barri-
ers, facilitators, and motivators af-
fecting individual patients’ medica-
tion adherence decisions. Our results
highlight the need for tools to im-
prove mental health providers’ un-
derstanding of their patients’ per-
spectives on schizophrenia and an-
tipsychotic medication treatment. To
that end, we will use the findings
from this study to develop and evalu-
ate a patient-centered intervention to
enhance antipsychotic medication
adherence.
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