
Objective: Attitudes about medication and factors affecting medication com-

pliance were investigated in a sample of 148 psychiatric patients. Methods;

Structured interviews assessed attitudes about medication, history of compli-

ance, and other relevant clinical and psychosocial variables. Results: Eighty-
seven subjects expressed positive attitudes about medication in general. Forty

believed that their illness was biologically or chemically based. A large pro-

portion attributed their illness to situational factors, including stress (36 sub-

jects) and family problems (18 subjects). Fifty-one subjects said that they re-

quired medications to get better. Approximately half of the subjects previ-

ously either changed their medication regimen or discontinued their mcd-

ication. Opposition to the idea of taking medication, belief that the medica-

tion did not work, and physical side effects were the most frequent reasons for

stopping. Previous patient-initiated changes in the medication regimen, edu-

cation level, and inpatient or outpatient status were the only variables associ-

ated with noncompliance. Conclusions: The findings suggest that several rel-

evant clinical, demographic, and attitudinal variables may not be associated

with medication compliance. (Psychiatric Services 48:82-85, 1997)
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C ompliance with the prescribed

medication regimen is consid-

ered essential to control

syiiiptoms, shorten or prevent epi-

sodes of illness, and improve the

long-term prognosis of many psychi-

atric disorders (1). Noncompliance of-

ten necessitates hospital readmission

(2), which can be devastating for the

I)atient and frustrating for the clini-
cian. In addition, the cost incurred by

unnecessary rehospitalizations can-

not l)e ignored in the current ceo-

nomic climate (3).

Rates of compliance with medica-

tion among �ersons with mental dis-

orders decrease over time, from 50

percent in the first year of outpatient

treatment to 15 percent in the second

year (4,5). Some of the factors associ-

ated with medication compliance in-

elude the formulation of the medica-

tion (6), the complexity of the drug

regimen (7), the presence of overt

side effects (8) and subtle side effects

(9), secondary benefits (10), resistance

to the idea of needing medication

(11), the relationship with the pre-

scriber (12,13), social support (14),

and the patient’s active involvement

in medication management (15).

As mental health services become

more community based (16) with few-

er hospital beds available, medication

compliance will become even more

important. Some writers have sug-

gested that greater attention should

be paid to medication use from the

patients’ point of view (17-19). Such

an approach might suggest ways to

improve adherence.

The study reported here examined

patients’ knowledge about and satis-

faction with their medication, as well

as self-reported positive and negative

medication effects. We also examined

patients’ concept of their illness and

what they believed they needed to

get better. Finally, patients’ previous

noncompliance and the relationships

between noncompliance and relevant

attitudinal, demographic, and clinical

variables were assessed.

Methods
Subjects

Subjects consisted of 148 patients re-

ceiving treatment at a psychiatric hos-

pital operated by the province of On-

tario. Eight additional subjects were

approached to participate but de-

dined. Potential subjects’ names had

been submitted by each hospital unit.

Suitable participants were not acutely

psychotic, aggressive, or brain dam-

aged and were judged able to sit

through a 30- to 60-minute interview.

Eighty-four of the 148 subjects

(56.8 percent) were inpatients, and 64

(43.2 percent) were outpatients. 5ev-

enty-five subjects (50.7 percent) were

male, and 73 (49.3 percent) were fe-

male. Subjects’ mcan±SD age was

36.6± 10.5 years. The mean±SD

number of previous hospital admis-

sions was 4.1±4.3, and subjects had
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spent a mean of 99.1 ± 170.7 days in

the hospital at the time of the inter-

view.

The majority, 103 subjects (69.6

percent), were single, 32 (21.6 per-

cent) were married, and 13 (8.8 per-

cent) were divorced or widowed.

Twelve subjects (8. 1 percent) had an

elementary school education, 101

(68.2 percent) had completed see-

ondary education, and 32 (21.6 per-

cent) had some postsecondary educa-

tion. Information on educational

background was not available for

three subjects.

According to the classification sys-

tem used by the hospital, Internation-

al Classification ofDLseases, Version 9

(20), 39 subjects (26.4 percent) had an

affective psychosis, 71 (48 percent)

had schizophrenia, 12 (8.1 percent)

had a personality disorder, and 26

(17.6 percent) had various other diag-

noses. Demographic and diagnostic

information was obtained from the

hospital records, as was information

about current medications. Compar-

isons with overall hospital statistics

indicated that this sample was repre-

sentative of the patient population in

this facility.

Measures and procedures

A structured interview, the Attitudes

About Medications Questionnaire,

was developed for this study to assess

psychiatric patients’ perceptions

about their symptoms and medica-

tions. (It is available from the third

author). It includes 41 open-ended

questions and 29 items that use ordi-

nal rating scales. Patients arc asked to

list the names and functions of their

medications, rate their satisfaction

with their medications on a 10-point

scale, and list the positive and nega-

tive effects of their medications. Pa-

tients are also asked how they feel

about medication in general, what

they believe to be the major causes of

their illness, and what they believe

they need in order to get better. In-

formation about previous noncompli-

ance is also obtained.

Subjects were interviewed by one

offive trained research assistants. Re-

sponses were recorded verbatim and

later categorized and tabulated. Sub-

jects were given a consent form de-

scribing the study before being inter-

viewed and a debriefing statement a!-

ter completing the interview.

In cases in which more than one

medication was cited by the patient,

analyses were restricted to the first-

mentioned (primary) medication. Be-

cause we anticipated conducting a

large number of analyses, we set a

conservative alpha level (p< .01) to

reduce Type I error.

Results

Attitudes about medication

All 148 subjects reported that mcd-

ication was currently being pre-

scribed for them. All but one subject

(99.3 percent) reported that they

were taking their medication. Ex-

eluding the ten subjects whose mcd-

ication was dispensed in the commu-

nity, for whom reliable medication in-

formation was not available, the num-

bcr of different medications the sub-

jects were taking at the time ofthe in-

terview ranged from one to ten

(mcan±SD3.17± 1.88).

Subjects appeared to be well in-

formed about the reason for taking

the primary medication. Most sub-

jects (115, or 77.7 percent) provided

reasons judged “accurate” by a phar-

macist, 18 (12.2 percent) provided

reasons judged “inaccurate,” and nine

(6.1 percent) provided responses

judged “uncertain.” When asked how

they felt about medication in general,

87 subjects (58.8 percent) expressed

positive attitudes, 44 (29.7 percent)

expressed negative attitudes, and 14

(9.5 percent) expressed neutral atti-

tudcs.

Primary medications included an-

tipsychotics (65 subjects, or 43.9 per-

cent), antimanic agents (33 subjects,

or 22.3 percent), antidepressants (19

subjects, or 12.8 percent), anticholin-

ergics (16 subjects, or 10.8 percent),

and nonpsychotropic medications (six

subjects, or 4.1 percent). Nine sub-

jects (6. 1 percent) could not name

their primary medication.

Satisfaction ratings for subjects’

primary medication ranged from 1,

not at all satisfied, to 10, very satisfied

indeed (mean±SD6.70±2.71). Sat-

isfaction ratings were not significant-

ly associated with clinical variables

(current medication, diagnosis, inpa-

tient or outpatient status, number of

admissions, and length of hospitaliza-

tion) or demographic variables (sex,

age, marital status, and education).

Information about perceived posi-

tive and negative effects of subjects’

primary medication was elicited by

an open-ended question, and the re-

suits are shown in Table 1. Most of the

reported positive effects related to

plausible target symptoms for which

the medication may have l)een pre-

scribed. A large proportion of sub-

jects (36.5 percent) reported no nega-

tive effects from the medication.

Subjects’ responses al)otlt the per-

ceived causes of their illness, also

elicited by an open-ended question,

arc shown in Table 2. Forty subjects

(27 percent) reported believing that

their illness was biologically or chem-

ically based. Many subjects attributed

their illness to situational factors, in-

eluding stress (36 subjects, or 24.3

percent) and family problems (18 sub-

jects, or 12.2 percent). When asked

what they would need in order to get

better, 51 sul)jects (34.5 percent)

identified medications, �%‘hile 42 (28.4

percent) said therapy or personal sup-

port. Eleven subjects (7.4 percent) re-

ported that they needed to take better

care ofthcmselves, eight (5.4 percent)

reported requiring some environ-

mental change (such as a move to a

different location or a new job), and

28 (18.9 percent) responded with “I

don�t know.”

Noncompliance with medication

Previous noncompliance with mcd-

ication was measured in two ways-

changes in medication during the

past six months and discontinuations

of medication since the subject began

taking medications. Two-thirds of the

subjects (96 subjects, or 65.8 percent)

had changed the way they took their

medication (such as the dosage or

timing) without discussing this

change with their psychiatrist. Almost

half of the subjects (70 subjects, or

47.3 percent) reported that at some

time in the past they had stopped tak-

ing their medication without talking

with their psychiatrist. Subjects who

had previously changed their medica-

tion regimen were more likely to have

also stopped their medication (x2
11.31, df=1, p<.OOl).

Many analyses were conducted cx-

ploring subjects’ general attitudes
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about medication and their beliefs

about the cause of their illness and

what they needed to get better, as

well as relevant clinical variables

(current medication, diagnosis, inpa-

tient or outpatient status, number of

previous inpatient admissions, and

length of hospitalization) and demo-

graphic variables (sex, age, marital

status, and education). Only two of

the 27 analyses produced statistically

significant results.

Whether or not subjects had previ-

ously changed their medication regi-

men was significantly associated with

education level (�2l4.5, df2,

p<.Ol). Fewer subjects with elemen-

tary education changed their medica-

tion compared with those who had

secondary or postsecondary educa-

tion (16.7 percent versus 72 percent

and 65.6 percent). Previous patient-

initiated discontinuation of medica-

tion was significantly associated with

current hospital status (58.3 percent

of inpatients versus 33.3 percent of

outpatients; �2�02 df 1, p< .01).

Subjects cited opposition to the

idea of taking medication as the most

common reason for discontinuing

their medication (19 subjects, or 30.6

percent). Sixteen subjects (25.8 per-

cent) stated that the medication did

not work; another 16 subjects cited

physical effects such as dry mouth;

and 11 subjects (17.8 percent) cited

psychological effects such as mood

changes (“I felt down when I took the

medication.”)

Thirty-four subjects (23 percent)

identified the idea of taking mcdica-

tion as the main reason other patients

discontinue their medication. Some

thought that others discontinue be-

cause medication does not work (61

subjects, or 41.2 percent), has nega-

tive physical effects (28 subjects, or

18.9 percent), or has psychological ef-

fects (13 subjects, or 8.8 percent).

Discussion

Attitudes about medication

Most patients in the study were

knowledgeable about the reasons for

taking their medication. This finding

could l)e due to the fact that informed

consent and patient education arc

now the norms in North American in-

stitutional psychiatric practice (21,

22). Such education has been found to

Table 1

Psychiatric patients’ perceptions of the effects of their primary medication, by di-

agnosis

Schizo- Affective
phrenia psychosis Other Total
(N=71) (N=39) (N=38) (N=148)

Effect N % N % N % N %

Positive effects

Reduces anxiety 16 22.5 3 7.7 9 23.7 28 18.9

Controls psychosis 16 22.5 6 15.4 3 7.9 25 16.9

Increases energy 13 18.3 3 7.7 6 15.8 22 14.9
Controls mood swings 3 4.2 7 18.0 4 10.5 14 9.5

Controls depression 4 5.6 2 5.1 6 15.8 12 8.1

Helps with physical
problems 5 7.0 4 10.3 3 7.9 12 8.1

Other positive effects 6 8.5 2 5.1 1 2.6 9 6.1

None 8 11.3 12 30.8 6 15.8 26 17.6

Negative effects

Slows patient downi 13 18.3 6 15.4 6 15.8 25 16.9
Affects muscles 10 14.1 3 7.7 2 5.3 15 10.1

Causes dry mouth 8 11.3 3 7.7 3 7.9 14 9.5

Bothers stomach 4 5.6 4 10.3 0 - 8 5.4

Makes patient tense 2 2.8 1 2.6 4 10.5 7 4.7
Patient opposes idea

oftaking medication 3 4.2 1 2.6 3 7.9 7 4.7

Undifferentiated side

effects 3 4.2 1 2.6 2 5.3 6 4.1

Other negative effects 1 1.4 4 10.3 7 18.4 12 8.1
None 27 38.0 16 41.0 11 28.9 54 36.5

increase compliance (23,24). Most pa- large proportion ofpaticnts (36.5 per-

tients were satisfied with their cur- cent) reported no negative mcdica-

rent medication. A large proportion tion effects.

(60 percent) expressed positive atti- When asked to list the reasons for

tudes toward medication in general, or causes of their illness, only 27 per-

and the majority (82.4 percent) per- cent of patients identified biological

ceived that their medication had pos- or chemical factors. Environmental or

itive effects on their disorder. Self-re- situational factors such as stress and

ported negative effects from medica- family problems were more often re-

tion included somatic problems, feel- ported. When asked what they need-

ing slowed down, increased tension, ed in order to get better, many pa-

and opposition to the idea of taking ticnts identified medications, but just

medication. However, a surprisingly as many felt that therapy and support

Table 2

Major reasons or causes reported by 148 patients for their psychiatric illness, by

diagnosis

Schizo- Affective

phrenia psychosis Other Total
(N=71) (N=39) (N=38) (N=148)

Cause’ N % N % N % N %

Biological or chemical 18 25.3 12 30.8 10 26.3 40 27

Stress 13 18.3 15 38.5 8 21.1 36 24.3

Family problems 10 14.1 6 15.4 7 18.4 18 12.2
Use ofstreet drugs 10 14.1 0 - 0 - 10 6.8

Other 0 - 0 - 4 10.5 4 2.7

Unsure 25 35.2 6 15.4 9 23.7 40 27.0

I Because only 18 subjects (12.2 percent) cited more than one cause, analyses were limited to the

first response given.
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or other environmental changes were

necessary. Thus, although attitudes

toward medications were generally

favorable, many subjects did not be-

lieve that their illness was biological-

ly based or that they required mcd-

ication to get better.

Noncompliance with medications

At some time in the past, approxi-

mately halfofthe patients had discon-

tinued their medication, and two-

thirds had changed the way they took

their medication in the last six

months without first discussing the

change with their physician. Patients

who had stopped their medication

were more likely to have changed

their medication regimen. Level of

education was the only variable asso-

ciated with patient-initiated medica-

tion changes. Patients with only dc-

mentary education were less likely to

have ever changed their medication

regimen than those with more educa-

tion. Patients with more education

may be more interested in or feel

more confident about exercising con-

trol over their medication regimen.

Hospital status was the only vari-

able associated with previous patient-

initiated discontinuation of medica-

tion. More inpatients than outpatients

had discontinued their medication.

Ofcourse, this finding may reflect the

possibility that many of the inpatients

were readmitted because they were

noncompliant with medications. Rca-

sons for discontinuing medication

most often included opposition to the

idea of taking medication (“I don’t

like the idea of taking drugs”).

Patients’ opinions of why other pa-

tients discontinue their medication

most often centered on the idea that

medications do not work. This finding

supports the view that clinicians may

sometimes be too quick to blame non-

compliance rather than noneffective-

ness when drugs do not help a psy-

chiatric patient (25).

Conclusions
Although a majority ofpsychiatric pa-

tients in this study were knowledge-

able about and expressed favorable

attitudes toward medications, many

did not believe that their illness was

biologically based. Previous patient-

initiated changes in medication, edu-

cation level, and hospital status were

the only variables associated with

noncompliance. Although similar dis-

crepancics between attitude and be-

havior have been noted (26), such

findings are surprising in that one

would intuitively expect attitudes and

behavior in this area to be closely rc-

lated. Perhaps our retrospective de-

sign was not sensitive enough to de-

tect the expected associations. Objec-

tive measures of compliance might

also improve the validity and sensitiv-

ity of studies such as this. A prospec-

tive study examining these variables

is now under way.�
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