E Original Research

Perceived Health Control:

See commentary by Santiago

A Promising Step Forward in Our Understanding
of Treatment Adherence in Psychiatric Care

Carlos De las Cuevas, MD, PhD®*; Wenceslao Pefate, PhDP; and Casimiro Cabrera, MD, PhD¢

ABSTRACT

Objective: To examine the role of perceived health control
variables in psychiatric patients’adherence to prescribed
treatment.

Methods: Cross-sectional study including 966 consecutive
adult Spanish psychiatric outpatients attended from October
2013 to April 2014 at community mental health services in
the Canary Islands. Diagnoses were made using the ICD-10
criteria. Participants completed the 8-item self-report Morisky
Medication Adherence Scale, Form C of the Multidimensional
Health Locus of Control Scale, the General Self-Efficacy Scale,
and the Hong Psychological Reactance Scale at their regular
clinic visit. Sociodemographic and clinical variables were
gathered. Logistic regression analyses were conducted to
determine the predictive power of the variables studied.

Results: The present findings confirm that the control beliefs
variables studied are related to psychiatric patients’ self-
reported adherence and support the dual health control
hypothesis. This hypothesis specifies that the balance between
internal and external health control beliefs (ie, the extent to
which individuals attribute their health to their own actions or
to external agents such as doctors, significant other people,
or chance) is related to adherence to prescribed treatment.
Results from logistic regression analysis indicated that health
control beliefs interact with psychological reactance, exerting
their effects on patients’adherence (12.8% of the variance
explained and 64.2% of patients were correctly classified).

It was found that low scores on both internal and external
health control beliefs (P<.001) as well as low level of affective
(P<.001) and cognitive (P<.001) psychological reactance best
predicted self-reported adherence.

Conclusions: The knowledge of control constructs beliefs

in psychiatric outpatients could allow the psychiatrist to
predict noncompliance, monitor patient progression more
closely, and individualize patient education in an effort to
increase treatment adherence in patients who have difficulties
adhering to treatment plans.
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P sychiatric disorders are a growing public health concern
worldwide: schizophrenia, mood disorders, substance
abuse, and dementia contribute more to global disease
burden than cancer or cardiovascular disease.! Nonadherence
to appropriately prescribed medications compromises the
effectiveness of available treatments and interferes with recovery.
Previous reviews have shown a great variability in psychotropic
nonadherence rates (10%-77%), with mean rates of 35%-60%.2~>

Treatment adherence in psychiatric clinical practice is a
multidimensional phenomenon determined by the interplay
of several factors.® In the context of patient-related factors, the
study of the psychological processes from the health beliefs
could be of relevance, increasing the knowledge about a patient’s
adherence to treatment.” In this same context of patient-related
factors, utilizing the social-cognitive health model (covered
in detail below) to study adherence reflects the difficulties of
translating the evidence gathered from this perspective into
actual psychiatric practice.®

Traditional health models emphasizing the role of control
beliefs associated with healthy behaviors include the Health
Belief Model,”!? which is a social cognition model that attempts
to explain health behaviors by focusing on the attitudes and
beliefs of individuals. Self-efficacy is a central concept of the
social-cognitive health model.!! This construct, from social-
cognitive theory,!! reflects the extent to which individuals
perceive themselves as capable of implementing the sequences
of acts that are needed to fulfill some goal; it is regarded as a key
determinant of success and has been linked to chronic illness
adjustment.'>"® The theory of reasoned/planned behavior'*!®
introduces the concept of perceived control behavior, which is
similar to the self-efficacy construct.

According to these theories, the belief in one’s ability to
exert control over the environment is an essential aspect of
human nature; it is increasingly recognized as an important
determinant of health and well-being.!®!” It has been argued that
the perception of control is not only desirable but most likely a
psychological and biological necessity.'® Control beliefs are one of
a number of determinants of health behavior and outcomes.'**
Psychiatric patients who believe they have control over their
health behavior are more likely to engage in healthy behavior;
thus, they are more likely to have better health outcomes, quality
of life, and functioning.?!~** The most common approaches to
understand control beliefs are the health locus of control, the
self-efficacy, and the psychological reactance constructs.

The health locus of control construct, derived from the
social learning theory," links the individual health behavior to
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B | ow adherence to medication is prevalent in community
samples. Adherence in this study was examined from a
sociocognitive perspective.

B Fundamental issues for clinicians to consider when
assessing adherence to treatment in psychiatric patients
are whether the patients feel in control of their health and
whether they prefer freedom to make their own decisions.
Better attention should be given to these factors, which
are typically ignored.

external or internal factors. Health locus of control refers to
the belief individuals have about who or what is the agent
that determines their health. If persons believe that their
own behaviors affect whether they stay healthy or recover
from an illness, they are said to have an “internal” health
locus of control orientation. On the other hand, beliefs
attributing causation of health/illness to agents outside of
the individual—such as other people, the environment, luck,
or chance—are referred to as “external”**-26

Psychological reactance refers to the perception that
our freedom to choose is being limited by others. It is
an aversive motivational state that functions to restore
an individual’s perceptions of autonomy in response to
regulations or impositions that impinge on freedom and
the said autonomy,?”~% particularly when individuals feel
obliged to engage in a specific behavior (as patients can feel
about specific prescriptions or treatment instructions by
their physicians). Although initially investigated as a state
phenomenon, it has become evident that individuals are
likely to vary as regards their trait propensity to experience
reactance.”

Because health behaviors are directly related to
treatment compliance, these health control (and counter-
control) variables can affect adherence to treatment.
These psychological characteristics have not been jointly
investigated until now in psychiatric outpatients. Thus, the
objective of this study is to determine the associations among
health control beliefs and adherence to prescribed treatment
in psychiatric outpatients in a community mental health
setting. We hypothesized that these control constructs, either
by themselves or by interaction with each other, would be
associated with psychiatric patients’ adherence to prescribed
treatment.

METHODS

Sample Recruitment

From October 2013 to April 2014, 1,100 consecutive
psychiatric outpatients, of a basic health area of 135,000
inhabitants of the Canary Islands Health Service, seen in
the Community Mental Health Services on the island of
Tenerife (Canary Islands, Spain) were invited to participate
in a cross-sectional study. Patients were eligible for inclusion
in the study if they were aged 18 years and older and were
diagnosed by their psychiatrists with psychiatric disorders

using the International Classification of Diseases, Tenth
Revision (ICD-10), coded as F20 (schizophrenia), F31
(bipolar affective disorder), F32-33 (depressive episode
and recurrent depressive disorder), F40-48 (obsessive-
compulsive disorder and other neurotic, stress-related, and
somatoform disorders), and F60 (personality disorders).
Prior to the consultation with their psychiatrist, participants
received a full explanation of the study, after which they
signed an informed consent document approved by the
local clinical research ethics committee. Participants
then filled out a brief sociodemographic survey and the
questionnaires that integrate the study.

Measures

Sociodemographic characteristics and clinical
variables. Age, sex, education level, time under psychiatric
treatment (in months), number of different drugs used, and
the number of psychiatric admissions, specified as voluntary
or involuntary, were registered. Patients’ diagnoses were
collected from their therapeutic recommendation sheets.

Instruments. The validated Spanish version of Form
C of the Multidimensional Health Locus of Control Scale
(MHLC-C)*!"*2 was used to assess patients’ perception about
who or what controls their mental illness outcomes. The
MHLC-C is an 18-item general purpose, self-report scale
easily adapted for use with any medical or health-related
condition to assess individuals’ beliefs on what influences
their health. For this study, 2 health locus of control
dimensions were assessed: internal and external health
locus of control. The internal health control dimension
assesses the degree to which patients believe their health
is influenced by their behavior, whereas the external health
control dimension measures the belief that fate/luck, health
care professionals, or other significant people control their
health status. High scores represent high levels of control
beliefs in their corresponding dimensions.

The self-efficacy construct was assessed using the
validated Spanish version of the General Self-Efficacy
Scale (GSE).>*** The GSE scale is a 10-item self-report
scale that measures general self-efficacy as a prospective
and operative construct. The GSE scale explicitly refers to
personal agency, that is, the belief that our own actions are
responsible for successful outcomes. The summary score
ranges from 10 to 40, with highest scores indicating high
self-efficacy.

Psychological reactance was assessed using the validated
Spanish version of the Hong Psychological Reactance
Scale (HPRS).%>¢ The HPRS is a 14-item self-report
questionnaire that was developed to measure individual
differences in reactance proneness, that is, individuals’ trait
propensity to experience psychological reactance.

Self-reported adherence to psychiatric medication
prescribed was assessed using the validated Spanish version
of the 8-item self-report Morisky Medication Adherence
Scale (MMAS-8).3738 Questions are formulated to avoid a
“yes-saying” bias. Total scores on the MMAS-8 range from
0to 8.
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Table 1. Descriptive Statistics and Correlation Matrix of Sociodemographic, Clinical, and
Control Construct Variables

Variable Mean SD Range
1. Morisky Medication Adherence Scale (MMAS-8) 6.3 1.6 0-8
2. General Self-Efficacy Scale (GSE) 29.1 6.9 10-40
3. Hong Psychological Reactance Scale-affective (HPRS-A) 34 1.1 1-5
4. Hong Psychological Reactance Scale-cognitive (HPRS-C) 2.1 0.8 1-5
5. Internal health locus of control (internal) 4.1 1.2 1-6
6. External health locus of control (external) 34 0.7 1-6
7.Age,y 496 138 18-85
8.Time under psychiatric treatment (TreatTime), mo 112 100 3-500
9. No. of psychiatric admissions (Admissions) 1.12 2.62 0-20

10. No. of drugs used (DrugsNum) 2.9 14 1-8

Correlations
1 2 3 4 5 6 7 8 9 10
1. MMAS-8
2. GSE 0.02
3.HPRS-A -0.21%%* 0.07*
4. HPRS-C -0.20**  0.03 0.57+*
5. Internal -0.13%%* 0.17%%* 0.15%%* 0.10%*
6. External -0.05 -0.12%%  0.11**  0.10**  0.05
7.Age 0.19%% -0.15%* -0.,16** -0.11** -0.19** 0.07*
8. TreatTime 0.09** -0.07*  -0.05 0.01 -0.04 0.07* 0.23%*
9. Admissions  -0.01 -0.04 0.01 0.06 0.02 0.07*  -0.06 0.35%%*
10.DrugsNum  -0.01 -0.11**  0.08* 0.13**  -0.05 0.08**  0.01 0.23%%  0.19%*

*P<.05. ¥*P<.001.

RESULTS

We recorded a high response rate of 79% resulting in a
sample of 966 psychiatric outpatients. The 966 patients who
agreed to participate in the study had a mean +SD age of
49.6 £ 13.8 years (range, 18-87), and 62.9% were female.
Concerning education level, 9.0% of patients could only read
and write, 34.6% had completed primary studies, 37.2% had
completed secondary studies, and 19.3% had a university
degree. The primary diagnoses of respondents were
schizophrenia (18.5%), bipolar disorder (12.2%), depressive
disorders (47.7%), anxiety disorders (16.6%), and personality
disorders (3.1%). The mean + SD duration of treatment was
112+100 months (range, 1-400). The mean +SD number
of psychotropic drugs used was 2.9+ 1.4 (range, 1-8). Only
13.3% of the patients were taking monotherapy treatment,
whereas 27.0% received 2 drugs, 25.5% received 3, 17.9%
received 4, and 16.3% received 5 or more drugs. A quarter
of the psychiatric outpatients self-reported a high level of
adherence to their prescribed psychiatric drugs, while 46.8%
self-reported medium adherence and 28.2% a low adherence.

Analysis of variance tests show significant differences
in MMAS-8 scores and health control questionnaires
scores according to patients’ gender, education level,
and diagnoses. Men registered higher values in internal
health locus of control (P<.000), cognitive psychological
reactance (P=.010), and general self-efficacy (P=.020). A
low education level was associated with low self-efficacy
(P=.001), low psychological reactance (affective, P=.013;
cognitive, P=.025), low internality (P=.001), high externality
(P<.000), and medium adherence (P=.014). Patients
with bipolar disorders self-reported higher adherence to
prescribed treatment, and patients with personality disorders

reported lower adherence. Patients with personality disorders
registered the higher internal health locus of control scores,
and patients with depressive disorders registered the lower
scores. Patients with anxiety disorders reported the higher
self-efficacy, and those with depressive disorders reported
the lower self-efficacy.

Pearson correlations were carried out among level
of adherence and perceived control variables. Table 1
summarizes the results obtained. As can be observed,
internal and external health locus of control dimensions did
not correlate with each other (P=.1). Internal health locus
of control was negatively related to patients’ age (r=-0.19,
P<.000) and adherence to prescribed treatment (r=-0.13,
P<.000) and was positively related to general self-efficacy
(r=0.17, P<.000), affective psychological reactance (r=0.15,
P<.000), and cognitive psychological reactance (r=0.10,
P<.001). On the other hand, external health locus of control
was positively related to patients’ age (r=0.07, P=.029), time
under psychiatric treatment (r=0.07, P=.037), number of
psychiatric admissions (r=0.07, P=.026), number of drugs
used (r=0.08, P<.001), affective psychological reactance
(r=0.11, P<.001), and cognitive psychological reactance
(r=0.10, P<.001), whereas it was negatively related to general
self-efficacy (r=-0.12, P<.001). Adherence to prescribed
treatment was linked to low levels of internal health locus of
control (r=-0.13, P<.001), low affective (r=-0.21, P<.000)
and cognitive (r=-0.20, P<.000) psychological reactance,
and with older ages (r=0.19, P<.000) and longer treatments
(r=0.09, P<.001).

A second analysis was carried out to test whether the
dual health control hypothesis was applicable to this clinical
sample. Psychiatric outpatients were first classified according
to their scores on the internal and external health locus of
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Figure 1. Different Control Orientation Groups Distribution
and Self-Reported Adherence According Morisky Medication
Adherence Scale (MMAS-8) Scores®

/ Pure Internal \ / Dual-Control Believers \

n =244 (25.3%); MMAS =6.14 + 1.8 n =247 (25.6%); MMAS = 6.10 + 1.7

High Internal

- RN /
Low External High External
/ No-Control Believers \ / Pure External \

n =275 (28.4%); MMAS = 6.75 + 1.6 n =200 (20.7%); MMAS =6.31 + 1.6
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2MMAS-8 scores represent mean + SD. Figures inside each segment of the
pie represent percentages of adherence categories.

control subscales. Those scoring at or below the median
score of 4.33 on the internal subscale of the MHLC-C were
classified as low internals, whereas those scoring above this
median score were classified as high internals. Similarly,
those scoring at or below the median score of 3.42 on the
external health locus of control subscale of the MHLC-C
were classified as low externals and those scoring above the
median score were classified as high externals. Following
Stenstrom et al** and Wu et al,*® participants were further
grouped into (1) pure internals (n =244, 25.3%), ie, those with
high internal but low external health control beliefs; (2) pure
externals (n=200, 20.7%), ie, those with high external but
low internal health control beliefs; (3) dual-control believers
(n=247, 25.6%), ie, those with high internal and external
health control beliefs; and (4) no-control believers (n=275,
28.4%), ie, those with low internal and external health control
beliefs. A 1-way analysis of variance was then conducted to
determine whether self-reported adherence varied among
these 4 health control orientation groups. Results showed
that there were significant group differences on adherence
to prescribed treatments (F,; 951 =9.165, P <.000), supporting
the dual health control hypothesis. Figure 1 shows the
distribution of the sample according to health locus of
control dimension and self-reported adherence.

Analysis of variance tests were performed to assess the
relationship of health locus of control with other control
constructs. Table 2 displays the results registered.

We also tested whether health locus of control moderates
the association of psychological reactance and self-efficacy
with self-reported adherence. Pure internal, pure external,
and dual-control-believer patients registered significant

differences in self-reported adherence’between high and Tow
affective and cognitive reactant patients. Concerning general
self-efficacy, only pure internal patients registered significant
differences in adherence. Higher adherence was self-reported
for no-control-believer patients with high self-efficacy and
low affective and cognitive psychological reactance. Table 3
shows the results obtained.

Since many of the variables considered were related to
patients’ self-reported adherence, alogistic regression analysis
(step-by-step method) was also performed to determine their
respective predictive power. Also, both sociodemographic
and clinical/contextual variables usually associated with
adherence were considered. In this case, only extreme
adherence (high vs low) was considered. Variables were
entered in the following sequence: the sociodemographic and
contextual variables were put in the model first when testing
the control construct variables; next, health control variables
were entered. A final model with 5 variables predicting
adherence was found. This model explained 12.8% of the
variance of self-reported adherence, and 64.2% of patients
were correctly classified. Detailed results are summarized
in Table 4. Only 2 sociodemographic variables (age and
education level) attained significance participation, both
in the same sense: older patients and patients with higher
education level were more adherent. When internal locus of
control and reactance scales were entered into the equation
as control variables, both more internal and reactant patients
were less adherent. Table 5 shows a glossary of terms from
the social cognition literature used in this article.

DISCUSSION

To our knowledge, this large, community psychiatry-
based survey is the first to explore the associations among
the main perceived control constructs (health locus of
control, self-efficacy, and psychological reactance) and
adherence to treatment in psychiatric outpatient care. As
hypothesized, health locus of control, general self-efficacy,
and psychological reactance beliefs are intimately related to
psychiatric patients’ self-reported adherence.

Concerning health locus of control, the results obtained
support the dual health control hypothesis.** Those
psychiatric patients with low internal and external health
control beliefs (no-control believers) self-reported the higher
adherence to treatment, while patients with high internal and
high external health control beliefs (dual-control believers)
informed the lower one.

Although it was once thought that internal and external
beliefs were at opposite ends of a continuum,*! it is now
understood that these 2 belief orientations are independent
of one another. That is, a person might simultaneously hold
internal and external beliefs about the locus of control of
his or her health status.**3 Following this assumption,
previous studies have indicated that patients maintaining
high internal health locus of control have been associated
with greater medication adherence in the treatment of
hypertension,** renal dialysis,* and diabetes.*® However, it
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Table 2. Results of Analysis of Variance Tests Between the
Different Control Belief Variables?

Health Locus of Psychological Psychological

Control Orientation Reactance Reactance General

Group Affective Cognitive Self-Efficacy
Pure internal 20.43+6.54 16.41+£6.48 30.80+6.81
Pure external 20.12+6.84 17.03£6.69 26.50+£7.13
Dual-control believer 21.57+£6.51 17.42+6.75 29.91+6.41
No-control believer 18.84+6.60 15.55+5.62 28.87+6.74

Analysis of variance

F=7.471,P=.000 F=4.227,P=.006 F=16.325,P=.000

@Values are mean = SD.

Table 3. Morisky Medication Adherence Scale (MMAS-8) Scores in
Control Orientation Groups According Psychological Reactance

and Self-Efficacy

Health Locus of Control Low? High? F PValue
Pure internal
Psychological reactance affective  6.39+1.7 593+1.8  3.942 048
Psychological reactance cognitive 6.42+1.7 587+19 5484 .020
General self-efficacy 575+1.9 6.34+1.7 5909 016
Pure external
Psychological reactance affective ~ 6.80+1.3 5.87+1.6 18.856 .000
Psychological reactance cognitive  6.62+1.5 6.04+1.6  6.822 010
General self-efficacy 631+16 630+1.5 0002 .964
Dual-control believers
Psychological reactance affective  6.42+1.4 592+1.8 4971 027
Psychological reactance cognitive 6.44+1.6 5.83+1.7  7.994 .005
General self-efficacy 599+1.7 6.17+1.7 0.666 415
No-control believers
Psychological reactance affective  6.87+1.2 6.60+1.4  2.839 .093
Psychological reactance cognitive  6.73+1.3 6.77+1.3  0.097 756
General self-efficacy 6.67t14 6.83+1.2 1.006 317

@Values are mean +SD.

Table 4. Logistic Regression Results Predicting High (0) Versus
Low Adherence (1) According to Sociodemographic, Clinical, and

Control Construct Variables®

B Wald Odds
Variable Coefficient Coefficient P Ratio 95% Cl
Age -0.03 130.81 .000 0.970 0.955 0.986
Education level -0.29 60.72 .010 0.746 0.597 0.931
Internal health locus of 0.03 40.46 035 1.030 1.002 1.058
control
Psychological 0.05 60.83 009 1.048 1.012 1.085
reactance affective
Psychological 0.04 4042  .036 1.041 1.003 1.080
reactance cognitive
Constant -0.36 0.19 666 0.699

aStep-by-step method was used.

Table 5. Glossary of Terms From the Social Cognition Literature

Used in This Article

Self-efficacy

Refers to the extent to which individuals perceive

themselves as capable of implementing a
sequence of acts needed to fulfill some goal.?

Perceived control behavior

Is the belief in one’s ability to exert control over

the environment'®—this construct is similar to

the self-efficacy construct.
Health locus of control

Refers to the belief individuals have about who or

what is the agent that determines health.2*

Psychological reactance

Refers to the perception that our freedom to
choose is being limited by others.?’-2°

Perceived Health Control and Treatment Adherence

is known that some psychiatric+patients with internal
beliefs may make a deliberate decision not to adhere to
the treatment prescribed if they perceive themselves to
be well or when the balance between their treatment
regimens and their quality of life allows them to
exercise the control of their own disease management.
On the other hand, existing research?” suggests that in
medical situations in which little personal control is
possible and in patients suffering from certain chronic
diseases, an external health locus of control may be
advantageous. Moreover, other studies*>*3-5! have
noted greater levels of adherence in those who rely
on family members and health professionals. Patients
who believed that it was important to follow doctors’
instructions and those who had faith in the benefits of
the treatment were more likely to adhere to treatments.
Nevertheless, a psychiatric patient with high external
health locus of control may be less likely to comply
with his/her psychiatric treatment, as he or she believes
the course of disease is uncontrollable and attributes
advances or declines in health to natural remission or
progression of disease.

An alternative point of view regarding this
controversy considers types of “controllers”3%#0
According to our results, (pure) internal patients
are more adherent to treatment than (pure) external
patients. But these levels are lesser compared with
no-control-believer patients. The interpretation of
these findings is complex, but there is an idea that
any perception of control is a source of doubts about
treatment compliance, either because patients do not
trust themselves or because they do not trust others
(as in their physicians). The data that dual-control
believers are the patients with lower adherence can be
considered as support for this idea.

Regarding psychological reactance, our study found
a negative correlation between affective and cognitive
dimensions of psychological reactance and self-
reported adherence. We believe, with Fogarty,>>® that
psychological reactance assessment permits integration
of many of the seemingly disparate and/or contradictory
findings evidenced in the field of treatment adherence
and may afford professionals new opportunities for
improving patient compliance.

Considering general self-efficacy, our results are in
line with previous studies®* ¢ that indicate that this
psychosocial factor impacts adherence to treatment
and therefore could play a role in the clinical outcome.
Its measurement can be utilized to predict intention
to change and to decide on interventions aimed at
increasing self-care.”’

The interaction among belief in health locus of
control, reactance, and self-efficacy initially shows those
relationship patterns, especially for reactance: for pure
internal believers, pure external believers, and dual-
control believers, there is more adherence to treatment
in patients less reactant (affective and cognitive) and
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(for pure internal) in patients with higher levels of self
efficacy. These interactions vanish when no-control-believer
patients are considered. If we take into account the initial
results (no-control-believer patients obtained higher levels
of adherence), it can be stated that this kind of thought about
control is a sufficient variable to explain adherence by which
psychological reactance and self-efficacy variables lose their
interaction role.

Limitations of this study include the fact that it was of
a cross-sectional type, which restricts the possibility of
causal conclusions and can only demonstrate associations.
Another limitation is that data on adherence to medication
and perceived control constructs questionnaires were
self-reported and therefore carry the potential risk of
misstatement or could involve response biases. The strengths
of this study include the large number of psychiatric
outpatients who agreed to participate in the study and the
large number of sociodemographic, clinical, and perceived
control variables included. Another strength of the current
study is that regression analyses performed were controlled
for the contribution of these variables.

The identification of nonadherent patients in clinical
practice is one of the most relevant tasks that a mental health
care provider has. The knowledge of control constructs, health
locus of control, self-efficacy, and psychological reactance

i psychiatric outpatients could allew the psychiatristto
predict noncompliance, monitor patient progression more
closely, and individualize patient education in an effort
to increase treatment adherence in patients who have
difficulties adhering to treatment plans. Health-promoting
or intervention programs should attend to people’s specific
control beliefs, self-efficacy, and psychological reactance.
For example, internally oriented patients often have a
particular need to make their own choices in treatment,
being closely involved in these choices, and tend to respond
more positively to nondirected approaches and to prefer
situations in which they can assume responsibility and work
independently. Externally oriented patients, in contrast,
tend to rely on the health opinions provided by health care
professionals, appear to be more positively influenced by
structured approaches, and to prefer self-care activities with
clear recommendations for the precautions recommended.
Likewise, evidence for the role of self-efficacy and
psychological reactance indicates that the most favorable
conditions for encouraging psychiatric patients treatment
adherence include lack of coercion during prescription, a
positive relationship with the prescriber, verbal persuasion,
information containing vicarious experience, involvement
of the patient in treatment decisions, and, of course, a
medication regimen that minimizes adverse effects.
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