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Objective: In across-sectional study, we
investigated the influence of several factors on
compliance in schizophrenia outpatients, includ-
ing patients’ attitudes toward the illness and
medication, specifically antipsychotic medica-
tion; adverse effects; and attitudes of caregivers
and relatives toward the illness and medication.

Method: Patients suffering from schizophrenia
(ICD-10 diagnosis) of at least 1-year’s duration
whose discharge from an inpatient ward was at
least 6 weeks prior to inclusion in the study were
investigated. Study instruments included a semi-
structured compliance interview, the Positive and
Negative Syndrome Scale, the Udvalg for Klinske
Undersogelser Side Effect Rating Scale, the St.
Hans Rating Scale, and the Hillside Akathisia
Scale. Data were collected from May 1998 to
December 2001.

Results: 52.5% (N = 32) of the 61 investigated
patients were fully compliant, 39.3% (N = 24)
were partially compliant, and only 8.2% (N = 5)
were noncompliant. We found positive correla-
tions between compliance and the patients’ feel-
ings of a positive effect of the drug on theillness,
between compliance and negative symptoms, and
between compliance and antipsychotic-induced
psychological side effects.

Conclusion: Our findings reemphasize the
importance of taking subjective attitudes and
concerns of patients with respect to their illness
and medication seriously. Therefore, it isindis-
pensable to include patients and, if possible, their
relatives in the treatment decision process to en-
hance medication compliance in schizophrenia
patients.
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A [though there is overwhelming evidence that anti-

psychotics are effective in reducing relapse rates
among patients with schizophrenia, up to 50% of first-
episode patients relapse during the first year of illness
when treated in everyday clinical practice Controlled
clinical trials, on the other hand, found a relapse rate of
only 20%.2 One reason for this discrepancy may be non-
compliance. Only about one third of patients suffering
from a schizophrenic disorder are reported to be fully
compliant. Another one third are said to be partially com-
pliant, meaning that these patients will either reduce the
dose of the drug prescribed or fail to take medication from
time to time. The remaining patients do not follow pre-
scription instructions at all.3*

Generally, compliance can be seen as an indicator of
quality and effectiveness of communication between doc-
tor and patient. Therefore, compliance should not be seen
as a 1-way process, but as a result of complex factors in-
fluencing the patient’s willingness to follow prescription
recommendations given by the treating physician.® A num-
ber of factors appear to influence drug compliance in pa-
tients with schizophrenia, including the patient’s attitude
toward the illness itself and the medication,®™ as well as
the function of caregivers and relatives in motivating the
patient to take drugs as prescribed.*®

Next to those influences, antipsychotic-induced ad-
verse effects, especially extrapyramidal side effects (EPS),
sexual disturbances, and weight gain, are generally stated
to be of importance in the context of noncompliance.***®
When the available literature is carefully studied, it isin-
teresting to note that not all studies have found clear corre-
|ations between adverse events and noncompliance. There
are anumber of studiesthat failed to find a negative influ-
ence of adverse events on compliance.>"** Furthermore,
psychopathologic symptoms are of relevance regarding
compliance. Miner and Rosenthal,” for instance, found
that patients with the more negative symptoms were better
compliers with respect to attending outpatient appoint-
ments, whereas those with mixed syndromes were most
likely to be noncompliant.

The purpose of this study was to investigate the influ-
ence of the previously mentioned factors on drug com-
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pliance in outpatients with schizophrenia. In particular, we
studied the following 4 questions: (1) Is compliance af-
fected by the patient’s attitude toward the illness and medi-
cation? (2) Is compliance influenced by caregivers and/or
relatives inquiring about drug intake? (3) Is compliance
related to the patient’s psychopathology? and (4) Is compli-
ance affected by antipsychotic-induced side effects?

METHOD

We studied 61 patients who had fulfilled clinical 1CD-
10 criteriafor schizophreniafor at least 1 year and who had
been discharged from an inpatient ward at least 6 weeks
before inclusion in the study. All patients were regular
voluntary attenders of our schizophrenia outpatient clinic
(Innsbruck, Austria). Patients gave written consent prior to
participation in the study. Data were collected from May
1998 to December 2001.

To assess psychopathologic symptoms of schizophre-
nia, we used the Positive and Negative Syndrome Scale
(PANSS).** To quantify side effects, we used the Udvalg
for Klinske Undersogelser Side Effect Rating Scale
(UKU).%Z The St. Hans Rating Scale?® and the Hillside Aka-
thisia Scale (HAS)** were used to rate EPS.

The UKU comprisesatotal of 48 symptomsdivided into
4 groups. psychologica (e.g., concentration disturbances,
loss of energy, loss of memory, depression, inner unrest,
increase of sleeping duration, reduction of sleeping dura-
tion, increased dream activity, emotional indifference), neu-
rologic (e.g., extrapyramidal symptoms, epileptic seizures,
paresthesia), autonomic (e.g., accommodation disturbances,
increased salivation, reduced salivation, nausea/vomiting,
diarrhea, constipation, micturition disturbances, polyuria/
polydipsia, orthostatic dizziness, palpitations/tachycardia,
increased tendency to sweating), and others (e.g., skin dis-
turbances, weight changes, disturbances of the menstrual
cycle, sexua disturbances, headaches, physical or psycho-
logical dependence). Each symptom is scored on a severity
scale from 0-3. The St. Hans Rating Scal e consists of 4 sub-
scales. an akathisia subscale, a dystonia subscale, a par-
kinsonian symptom subscale, and a dyskinesia subscale,
scored from O = absent to 6 = severe. The HAS consists
of a subjective and an objective subscale assessing 1 rest-
ing and 2 challenge conditions scored from O = absent to
4 = present and not controllable, and an item for the global
assessment of akathisia (0=no akathisia to 7 =worst
akathisia).

To assess compliance itself and severa factors in-
fluencing compliance, we used a semistructured self-
reporting compliance interview (Appendix 1) that covers
the following issues: patients' personal and clinical data,
type and dose of medication, patients' attitudes toward
their illness in comparison with other serious diseases, and
questions regarding who asks the patient about taking
medication and about the reasons for drug intake failure.
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Furthermore, questions about the attitude toward antipsy-
chotics and medication in general as well as questions
about the possible reactions of relatives and professional
caregivers toward noncompliance are also included. Most
guestions can be answered by either “yes,” “no,” or “don’t
know,” or “more” “equally,” “less serious,” or “don’t
know.” Three questions must be answered in a narrative
fashion.

Compliance was defined by the following: (1) fully
compliant = medication never missed, (2) partially com-
pliant = missed medication for a maximum of 7 con-
secutive days or nonauthorized dose reduction during the
last 3 months, and (3) honcompliant = missed medication
for more than 7 consecutive days during the last 3 months.
To objectify compliance, we also measured plasma levels
of the antipsychotics used 12 hours after last intake of
medication. Plasma levels were quantified by tandem
mass spectrometry on a Micromass Quattro Ultima
(Manchester, United Kingdom).

Data Analysis and Statistical Methods

The 4 main questions of this study were analyzed by
comparing compliant patients (including those who were
partially compliant) and noncompliant patients with re-
spect to the following criteria. To measure attitudes to-
ward medication (question 1), the questionnaire items
about reasons for taking medication were combined to
form 3 subscales: positive effect on illness, positive effect
on everyday life, and satisfying other people (each with a
range from 0 = compl ete disagreement to 100 = complete
agreement). Caregivers or relatives inquiring about drug
intake (question 2) were evaluated by the questionnaire
item “Who asks most often whether you take your medi-
cation?’ Psychopathology (question 3) was measured by
the 3 subscales of the PANSS scale, and drug side effects
(question 4) were summarized using the subscores of the
UKU, i.e, total number of psychological, neurologic, au-
tonomic, and other side effects. A side effect on the UKU
was considered as present if its rating was > 1.

The Mann-Whitney U test was used to compare com-
pliant and noncompliant patients with respect to ordinally
scaled variables or subscales (e.g., subscores of the
PANSS). Fisher exact test was employed for group com-
parisons involving dichotomous variables, e.g., dichoto-
mized side effect ratings, and the x test was used for
group comparisons involving other categorical variables.
To assess the relationship between the degree of compli-
ance (non, partially, and fully) and the subscales investi-
gated, we supplemented the analyses by ordinal regression
analysis with degree of compliance as the dependent vari-
able, considering the independent variables one by one.”®

In addition to the previously mentioned univariate
analyses, alogistic regression analysis was performed to
assess the joint effect of psychopathology, side effects, at-
titudes, and other persons’ influence on compliance. The
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Table 1. Sociodemographic and Clinical Variables of 61
Patients With Schizophrenia

Variable Patients
Age, mean+ SD, y 352+87
Sex, N (%)
Mae 41 (67)
Female 20 (33)
Duration of illness, mean+ SD, y 9.6+85
PANSS, mean + SD score
Positive 10.6+ 3.9
Negative 146+6.4
Total 50.3+14.6
Medication, N (mean + SD dose)
Fluphenazine 2 (50 £ 0 mg/2 wk)
Flupenthixol 1 (40 + 0 mg/4 wk)
Hal operidol 7 (39 + 47.1 mg/4 wk)
Clozapine 22 (267 £ 121.4 mg/d)
Zotepine 4 (193.7 £ 71.8 mg/d)
Risperidone 5 (3.6 £ 0.89 mg/d)
Sertindole 2(10 £ 2.82 mg/d)
Olanzapine 18 (11.5 £ 5.72 mg/d)

effect of these variables on degree of compliance was ana-
lyzed using ordinal regression.

RESULTS

Demographic data as well as percentage of compliant,
partially compliant, and noncompliant patients are shown
in Table 1. All patients attended a specialized outpatient
clinic for schizophrenia. This clinic is characterized by
continuity of care, meaning that the doctor responsible for
the outpatient setting builds a rapport with the patients
while they are inpatients. After discharge, the patient is
seen regularly by the same doctor and nonmedical pro-
fessionals.

All patients approached agreed to participate. Of the
61 patients included in the study, 52.5% (N = 32) were
fully compliant, 39.3% (N = 24) were partially compliant,
and only 8.2% (N =5) were noncompliant according to
their self-reports. Plasma drug levels corresponded with
subjective compliance in 87.2% of cases. Eight patients
(13.1%) reported being either fully or partially compliant
despite nondetectable levels of the respective antipsy-
chotic. Although there was good accordance between sub-
jective reports on compliance and plasma drug levels, we
refrained from adding plasma levels into the statistical
analysis because plasma levels were only available for
77% of the patients.

Influence of Patients’ Attitudes
Toward Medication on Compliance

Compliant and partially compliant patients reported
positive effects on their illness as being a reason for tak-
ing medication more often than noncompliant patients
(mean score = 88.0 vs. 65.0 on a 0-100 scale). Although
this difference was only significant at a trend level (p=
.093, Mann-Whitney U test), the result was confirmed by
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a significant association between the degree of compli-
ance (non-, partially, fully compliant) and the “positive
effectson illness” subscale (p = .007, ordinal regression).
Moreover, compliant and partially compliant patients in-
dicated positive effects of medication on everyday life
(mean score=68.0) more frequently when compared
with noncompliant patients (mean score = 42.5). Again,
this difference failed to reach statistical significance
(p =.072, Mann-Whitney U test), but the association be-
tween degree of compliance and this variable was signifi-
cant (p =.043) (Table 2).

Influence of Clinicians and Significant Others
Inquiring About Drug Intake on Compliance

The subgroup of compliant and partially compliant
patients differed significantly from the noncompliant pa-
tients regarding the person (psychiatrist, relatives, others/
nobody) inquiring most frequently about drug intake (2 =
9.31, df =2, p=.010). Post hoc analyses reveaed that
compliant and partially compliant patients were asked
about drug intake most frequently by their psychiatrists
(41% [23/56]), while none of the noncompliant patients
reported this (p = .074, Fisher exact test); conversely, a
higher proportion of noncompliant patients (60% [3/5])
than compliant or partially compliant patients (8.9%
[5/56]) stated that their relatives inquire most often about
their drug intake (p = .014). A considerable percentage of
patients were not asked by anyone (25.5% of compliant
and partially compliant patients and 20% of noncompliant
patients) (Table 2).

Relationship Between
Psychopathology and Compliance

We found that compliant and partially compliant pa-
tients showed significantly more negative symptoms than
noncompliant patients (mean PANSS negative score =
15.1vs. 9.8; p = .044). We found no statistical association
between compliance and positive symptoms. PANSS total
scores were higher in compliant and partially compliant
patients than in noncompliant patients (mean PANSS total
score = 51.4 vs. 39.2; p =.030). When considering com-
pliance as an ordered categorical variable (degree of com-
pliance), an association with the negative symptoms score
was found at a trend level (p=.087), while none of the
other PANSS scores were significantly related to the de-
gree of compliance.

Relationship Between Side Effects and Compliance
With respect to EPS (Table 3), no statistically signifi-
cant relationship between compliance and side effects
as assessed by the UKU was observed. However, we
found a significant association between the total number
of psychological side effects (assessed by the UKU) and
compliance: compliant and partially compliant patients
showed a mean total number of 3.9 side effects, whereas
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Table 2. Relationship Between Patients’ Attitudes Toward Medication, Inquiry About Medication Intake, Psychopathology,

Side Effects, and Compliance®

Compliant Patients ~ Partially Compliant Noncompliant Noncompliant
Variable (N=132) Patients (N = 24) Patients (N =5)  Patientsvs. All Others®®  Linear Trend®®
Reasons for taking medication
(score 0-100)
Positive effect on illness 92.2+22.3 82.6+25.5 65.0+41.8 p =.093* p =.007
Positive effect on everyday life 72.4+29.2 62.5+30.8 42.5+30.1 p=.072* p=.043
Satisfy other people 68.1+ 38.3 57.6+43.6 60.0+41.8 NS
Inquiry about medication intake
(who asks most often?)
Psychiatrist, N (%) 14 (44) 9(38) 0(0) p=.074* NS
Relatives, N (%) 3(9) 2(8) 3(60) p=.014 NS
Other, N (%)° 15 (47) 13 (54) 2 (40) NS NS
Psychopathology (PANSS)
Positive 10.4+3.8 11.0+39 9.8+£5.2 NS NS
Negative 15.6+ 6.6 142+59 9.8+5.1 p=.044 p =.087*
Total 52.1+14.3 50.3+14.3 39.2+15.0 p=.030 NS
Side effects (UKU)
Psychological 35+23 45+20 0.8+1.8 p =.004 NS
Neurologic 09+1.0 10+14 0.4+0.9 NS NS
Autonomic 10+21 09+16 04+£05 NS NS
Others 12+15 14+14 04+05 NS NS

@Al values are mean + SD unless otherwise stated.

bPatients who were not asked by anyone are included in the category “other.”

CStatistical evaluation by Mann-Whitney U test for the variables “reasons for taking medication,” “ psychopathology,” and “side effects” and by
Fisher exact test for the variable “inquiry about medication intake.”

INS=p>.1.

€Compliance is considered as an ordered categorical variable (statistical evaluation by Spearman rank correlation coefficient).

*p<.1, but p>.05.

Abbreviations: NS = not significant, PANSS = Positive and Negative Syndrome Scale, UKU = Udvalg for Klinske Undersogelser Side Effect Rating

Scale.

Table 3. Extrapyramidal Motor Side Effects (UKU)
in Relation to Compliance Among Patients With
Schizophrenia®*>®

Fully/Partially
Compliant (N=56) Noncompliant (N = 5)
Side Effect % (N) % (N)
Dystonia 11 (6) 0
Rigidity 13(7) 0
Hypokinesia/akinesia 25 (14) 20 (1)
Tremor 6 (3 of 54) 0
Hyperkinesia 15 (8 of 55) 20 (1)
Akathisia 19 (10 of 54) 0

2All side effects with a score > 1 on the UKU.

PNo statistically significant differences between the 2 groups for any

of the side effects (p > .1, Fisher exact test).
“Some patients experienced more than 1 side effect.

Abbreviation: UKU = Udvalg for Klinske Undersogel ser Side Effect

Rating Scale.

noncompliant patients had a mean of only 0.8 of these ad-
verse events (p = .004). There was no significant associ-
ation between compliance and the total number of neuro-
logic, autonomic, or “other” side effects listed on the
UKU. The analysis of the St. Hans and HAS scores did
not add additional insight into the findings derived from
the UKU, which also covers EPS. They are therefore not
presented here in the interest of space and readability.

In alogistic regression analysis performed to find out
which of the variables studied best predicts compliance
(full/partial compliance vs. noncompliance), 3 variables
remained in the model (x*=22.69, df =3, p<.0001)
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as statistically significant predictors: “positive effect on
everyday life” as a reason for taking drugs (x*= 6.59,
df =1, p=.010), psychiatrists inquiring about drug in-
take (x*=10.56, df =1, p=.001), and a higher total
number of psychological side effects (x? = 13.52, df = 1,
p < .001). The subscales of the PANSS did not contribute
significantly to the patients' compliance after adjustment
for the other variables. The corresponding analysis with
“degree of compliance” as the dependent variable (ordi-
nal regression) yielded only 1 significant predictor (posi-
tive effect of drugs on illness, x*=5.17, df= 1, p = .023)
and a less pronounced overall significance of the model
(p =.023 in comparison with p <.0001).

DISCUSSION

Obviously, the compliance rate in our study is high
compared with that of other reports.® Clearly, our results
would have been strengthened by using the information
derived from plasma drug level measurements to validate
subjective reports on compliance behavior. This measure-
ment was originally planned but not possible for various
reasons, most importantly because some patients refused
to have blood drawn.

That we studied regular outpatient clinic attenders, a
group compliant per definition, may account for the high
compliance rate in our study. This fact also implies that
the relevance of our results may berestricted to an at least

J Clin Psychiatry 65:9, September 2004



superficially compliant population, as noncompliers are
usually not available for such interviews. The percentage
of male patients (60%) reflects the sex relation of the
attenders of our clinic. More male patients contact this
clinic; one reason might be better social functioning of fe-
males as compared with males suffering from schizophre-
nia® This difference in functioning should also be dis-
cussed relative to the observation that females generally
show better compliance than males.”” That we investigated
arelatively healthy population, which isreflected by alow
PANSS total score, aso raises some concerns with regard
to generalizability of our results. Compliance of patients
with worse psychopathology, specifically inpatients, may
follow different patterns that need to be studied separately.

We found that subjectively experienced positive effects
of drugs correlated significantly with compliance. Several
previous studies®? also showed a clear correlation be-
tween subjective experiences and compliance. Corre-
spondingly, one of the reasons for noncompliance may be
the belief that medication is not effective. It is therefore
essential to pay attention to the patient’s subjective percep-
tion of the effects of drugs. If this aspect is neglected, pa-
tient compliance is at risk. Especialy during long-term
treatment, the patient’s attitude toward antipsychotic med-
ication and perspective regarding subjective well-being
and quality of life are of major relevance. Therefore, a
continuous benefit/risk discussion needs to be held with
the patient.

Furthermore, reliable information plays an important
role in the doctor/patient relationship. It has been shownin
various studies’®#* that a working therapeutic alliance is
of particular significance regarding compliance. We found
that the subgroup of compliant and partially compliant pa-
tients were asked more often by significant others about
drug intake than were noncompliant patients. Even though
the number of noncompliant patients is very small, this
finding warrants at |east some consideration about the sup-
portive function of doctors and relatives with respect to
motivation for medication intake. To investigate the influ-
ence of the patients' relatives toward medication and ill-
ness, we originally tried to investigate those persons as
well but failed because the majority of patients refused to
involve their relativesin the study.

The fact that we found less compliance with a decrease
in PANSS total scores may be seen in the context of
healthier patients demonstrating less subjective need to
continue taking medication. This finding emphasizes the
importance of encouraging patients who are in remission
to continue treatment in order to prevent relapse. Our find-
ing that compliant patients had significantly more negative
symptoms confirms the findings of Miner and Rosenthal ,°
although different study outcome measures (attending ap-
pointmentsin Miner and Rosenthal’s study vs. compliance
with medication in ours) render a comparison of the two
studies difficult. Our findings also need to be discussed
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in the light of conflicting results reported by Tattan and
Creed,* who found a positive correlation between nega-
tive symptoms and noncompliance. This discrepancy
might be accounted for by sampling differences, as all
patients included in the investigation by Tattan and
Creed received depot neuroleptics, whereas 85% of our
patients (N = 52) were treated with oral second-generation
antipsychotics.

As traditional neuroleptics have a higher likelihood to
induce EPS,*** including akinesia, which is difficult to
differentiate from primary negative symptoms, one may
speculate that distressing motor side effects, sometimesre-
ferred to as secondary negative symptoms, have con-
tributed to the compliance problems reported by Tattan
and Creed.® Furthermore, compliance was measured by
the patients actually “showing up” to receive their depot
medications in the study by Tattan and Creed, which
means that those patients were definitely compliant,
whereas we used a self-reported compliance interview. In
addition, patients who are taking depot medication usually
represent a more difficult-to-treat population than patients
taking oral medication. Considering all of these argu-
ments, it is likely that the discordant results of our study
and those of Tattan and Creed are due to adiscrepant meth-
odology and sample selection.

We found more side effects in the group of compliant
and partially compliant patients. This seemingly paradoxi-
cal result can be explained by the higher risk to develop
side effects in patients who actually take their drugs. On
the other hand, it must be seen in the context of the special
treatment setting of the patient group we investigated. Al-
most al of the patients alocated to this study participated
in adrug monitoring program that enhances the likelihood
to detect side effects at a very early stage and offers
the possibility to react quickly. Adjustments can be made
by reducing the dose, adding specific comedication, or
switching to another antipsychotic. In other instances in
which atolerance to adverse eventsis to be expected, pa-
tients are supported in “sitting out” side effects until they
remit spontaneously. It is possible to minimize the nega-
tive impact of side effects on compliance by using such
an early detection and intervention strategy. Next to that,
such a strategy can be expected to improve the therapeutic
dliance, a cornerstone of schizophrenia treatment and
compliance. In addition, it can be conceived that patients
with side effects are monitored more closely, thereby en-
hancing compliance. These findings also corroborate an-
other study by our group,* showing that side effects do not
correlate negatively with compliance.

Furthermore, we found a significant positive correla-
tion between psychological side effects and compliance.
Aspsychological side effectsinclude concentration distur-
bances, loss of energy, loss of memory, and emotional in-
difference, itisdifficult to draw the fine line between these
phenomena and negative symptoms. Therefore, this result
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could be interpreted along the same lines as the relation-
ship between compliance and negative symptoms.

When we took a multivariate approach, we found
that patients' positive attitudes toward medication, a good
doctor-patient relationship, and psychological side effects
turned out to be significant predictors of patient compli-
ance in our study, whereas psychopathology was no longer
found to be of magjor relevance once the influence of the
other 3 factors had been accounted for. Closer inspection
of the data revealed a rather strong correlation between
psychopathologic symptoms and the psychological side
effects subscale of the UKU (r = 0.51, Spearman correla
tion with PANSS total score). The fact that side effects
were retained in the list of significant predictors of patient
compliance while psychopathology was excluded should
therefore not be overinterpreted.

Considering the wide range of drug adherence patterns
in patients, we defined 3 levels of compliance: full, partial,
and noncompliance. Regarding the aspects investigated
in this study, our results suggest a clearer distinction be-
tween noncompliant patients and at |east partially compli-
ant patients than between fully compliant and not fully
compliant patients. In fact, compliant patients and those
defined as partially compliant showed very similar values
both in the PANSS subscales and in the UKU side effect
scores and only small and insignificant differences regard-
ing their attitudes toward antipsychotic medication. Non-
compliant patients, however, differed from the 2 other pa-
tient groups in several respects as discussed previously.
Because the number of noncompliant patients was low in
this study, further research with larger samples of non-
compliant patients would be required to confirm their ob-
served characteristics.

In conclusion, our findings reemphasi ze the importance
of taking subjective attitudes and concerns of patients seri-
ously and including patients, and if possible, their signifi-
cant others, into the treatment decision process.

Drug names: clozapine (Fazaclo, Clozaril, and others), fluphenazine
(Prolixin, Permitil, and others), haloperidol (Haldol and others), olan-
zapine (Zyprexa and others), risperidone (Risperdal).
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Compliance in Patients With Schizophrenia

Appendix 1. Adherence to Medication Regimens®

1. What is the name of your medication?
2. What is the prescribed dose?

3. How are you supposed to take it?
4

. a) If you have been taking oral medication during the last 3 months, J None [ Less than 1 day 0 1-7 days O More than 7 days
what was the longest period you remained without medication?
b) If you were receiving a depot during the last 3 months, J None 0 1-3 days O More than 3 days

what was the longest delay you experienced in receiving your injection
(counting from the date your depot was due?)

Yes No Don’t Know
5. Overall, has your medication been useful to you? O ] a
6. Would you recommend your medication to someone who was suffering from schizophrenia? O O O
7. Do you prefer:
a) oral medication rather than depot injection? O ] a
b) depot injection rather than oral medication? O O O
8. Have you tried both? O O
More Equally Less Serious Don’t Know
9. Suffering from schizophrenia is more/equally/less serious than suffering from O | g ad
a) High blood pressure O O O 0
b) Diabetes O O O O
c) Epilepsy O ] ] o
d) Cancer O O O 0
e) Depression O O O O
f) Rheumatoid arthritis O O O O
10. From the following list:
A. General practitioner D. Intensive outreach worker G. Hostel staff J. My friends
B. Psychiatrist E. Psychologist H. My partner K. Patients
C. Community psychiatric nurse F. Social worker I. My relatives L. Patients on the same medication

(Please give the corresponding capital letter of the alphabet from the above list in answering the following questions.)
a) Who frequently asks whether you take your medication? (list all who frequently ask)

b) Who more frequently asks whether you take your medication? (list 3 at the most)

¢) Whose advice to take your medication are you more likely to follow? (list 3 at the most)

d) Who gives you advice NOT to take your medication? (List all who give that advice)

e) Whose advice NOT to take your medication are you more likely to follow? (List 2 at the most)

I

Yes No Don’t Know
11. When | do not take my medication, usually there is a reason explaining why not? ] ] a
12. When | stop taking my medication, mental health professionals could help me to restart it? ] ] a
13. Are there any benefits from taking medication for schizophrenia? O O 0
14. Regarding maintenance medication for schizophrenia, | believe that:
a) It controls the iliness O O O
b) It prevents relapses O O 0
¢) It helps me enjoy life more O O O
d) It helps me feel better O O O
e) It helps me cope better O O 0
f) It gives me more energy O O 0
g) By taking it, | keep my doctor/community psychiatric nurse satisfied O ] a
h) By taking it, | keep my relatives satisfied O O 0
15. Which 3 of the above are the most important for you?
(Please give the corresponding letter of the alphabet only)
1. 2. 3.
16. Are there any problems from taking medication for schizophrenia? O O 0
continued
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Appendix 1. Adherence to Medication Regimens (cont.)

17.

18.

19.

20.

21

22.
23.
24.

25.
26.

27.

28.

29.
30.

31.

32.

33.
. What? (Could you elaborate in the following space?)

Yes No Don’t Know
Regarding maintenance medication for schizophrenia, | believe that
a) It cannot control the iliness O O O
b) It cannot prevent relapses ] a ]
c) It makes it difficult for me to enjoy life O O O
d) It makes me feel unwell O O O
e) It makes it difficult for me to cope O O O
f) It makes me tired O O O
g) Itis expensive ] a ]
h) It has side effects O O O
i) Oral medication tastes awful O O O
j) Itis embarrassing to have depot injections ] a ]
k) When | get better, people have more demands on me ] a ]
Which 3 of the above are the most important for you?
(Please give the corresponding letter of the alphabet only)
1. 2. 3.
Maintenance medication for schizophrenia
a) Is useful only when someone is very ill O O O
b) Is useful only if you believe that it will work ] a ]
Keeping myself in good mental health is important O O O
. If you suffer from schizophrenia, medication is helpful in keeping you in good mental health O O O
Suffering from schizophrenia carries a stigma ] a ]
Taking medication for schizophrenia carries a stigma on its own ] a ]
| have been so ill that:
a) | could not realize | needed help to get better O 0 O
b) I could not realize | needed medication O O O
A treatment should lead to a cure with no need for further treatment O O
When | do not take my medication for schizophrenia, my doctor/community psychiatric nurse:
a) Are concerned O O O
b) Feel frustrated O O O
c¢) Are critical of me O O ]
d) Care less about me O O O
e) Are helping me less ] a ]
When | do not take my medication for schizophrenia, my relatives:
a) Are concerned O 0 O
b) Feel frustrated O O O
c¢) Are critical of me O O ]
d) Care less about me O 0 O
e) Are helping me less ] a ]
When I am unhappy with my doctor/community psychiatric nurse, it happens that | O O O
do not take my medication
When | am unhappy with my relatives, it happens that | do not take my medication ] a ]
When seen by a mental health professional:
a) | should be asked whether | take my medication as prescribed O 0 O
b) I'am frequently asked whether | take my medication as prescribed ] a ]
c) Itis offensive for them to ask whether | take my medication as prescribed ] a ]
If a relative of mine was suffering from schizophrenia and not taking his/her medication
as prescribed:
a) | would try and find out why he/she is not taking it O ad g
b) ' would do everything | could to get them to take it O O O
The following can be useful for helping me to take my medication as prescribed:
a) Giving me praise when | take it as prescribed ] a ]
b) Giving me money when | take it as prescribed O 0 O
c¢) Offering me free lunches when | take it as prescribed O 0 O
d) Warning me about the consequences of not taking it as prescribed ] a ]
e) Showing to me the course of my illness during a relapse, O 0 O
as described in my hospital medical notes
Is there anything else that can be useful in helping you take your medication as prescribed? ] a ]

3Reprinted with permission from Rettenbacher et al.%
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