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ABSTRACT 

Many studies have aimed to identify risk factors contributing to medication nonadherence with the goal of developing 
interventions to improve adherence rates.  Several different intervention strategies have been studied. 
Psychoeducation, cognitive-behavioral therapy, and motivational interviewing have all positively influenced 
medication adherence and combinations of these approaches may bring about better results than one approach alone. 
In addition, pharmacists’ intervention through answering patients’ questions, performing follow up phone calls, 
offering additional education, and changing of medications or doses, may help the patient and ultimately lead to an 
increase in medication adherence and disease state improvement. 
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Drugs don’t work in patients who don’t take them. 
- C. Everett Koop, M.D. 
There are varying estimates of medication adherence 
within the psychiatric population based on disease states 
(Major depressive disorder: 28-52%, bipolar disorder 20-
50%, schizophrenia: 20-72% and anxiety disorders 57%).1-5 
Many studies have aimed to identify risk factors for those 
nonadherent to their medications in hopes of developing 
interventions to improve adherence rates. Those factors 
which have consistently been demonstrated to have a 
negative  impact on medication adherence rates in those 
with psychiatric diagnoses include the following: patient 
related factors (i.e. young, unmarried, male, lower 
education level, and comorbid substance dependence), 
psychological factors (i.e. poor insight, denial of illness, 
negative attitude towards medications, and lack of 
conviction that medication will prevent relapse), 
medication-related factors (i.e. side effects, dosing 
schedules, and efficacy), and social/environmental factors 
(i.e. quality of therapeutic alliance, stability of living 
arrangement, supervision of medication administration, 
family support, discharge planning, and communication).6 

Several different intervention strategies have been 
studied and those with positive results will be presented 
here.  

1. Psychoeducation is the mainstay of many 
interventions which have been used to improve 
medication adherence. These strategies involve 
individual or group counseling sessions with or 

without the use of written or audiovisual materials on 
psychiatric diagnoses, medications, and potential side 
effects. Studies have demonstrated that when 
psychoeducation is used as the only method to 
improve adherence, it does not appear to be effective 
in those with schizophrenia.7-10 When techniques used 
to promote changes in behavior, skills, and/or 
attitudes are used, an increase an adherence has been 
seen in those with bipolar disorder.11 

2. Cognitive-behavioral therapy helps the patient link 
medication adherence to symptom reduction and 
personal health. It involves behavioral approaches 
including conditioning, rewarding, cues, reminders, 
and skill training. It has demonstrated benefits in 
improving adherence in those with bipolar disorder 
and to increase insight in patients with 
schizophrenia.2,3,12-14 

3. Motivational Interviewing is defined as a “Client-
centered directive method for enhancing intrinsic 
motivation to change by exploring and resolving 
ambivalence”.15 The concept of change within 
motivational interviewing is viewed as a process 
involving multiple stages: pre-contemplation, 
contemplation, preparation, action, and 
maintenance. The basic steps of motivational 
interviewing involve expressing empathy for your 
patients, supporting self-efficacy in an unwavering 
manner, highlighting discrepancies between the 
patient’s current health behaviors and core values, 
and rolling with resistance (the clinician doesn’t 
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challenge the patient’s resistance to take 
medications, rather explores the resistance in order to 
better understand the patient’s perspective).16 

 

Using a motivational interviewing approach, patients are 
not confronted about the need for change, but rather are 
prompted to discuss the pros and cons of making a 
change. The interview sessions use four major technical 
approaches during the intervention including:  asking 
open ended questions, affirming the patient’s self-
efficacy, reflecting on a patient’s thoughts via active 
listening, and summarizing a patient’s narratives to help 
resolve ambivalence and promoting change.16 

Motivational interviewing in combination with a cognitive 
approach has efficacy in improving adherence in dual 
diagnosis patients (depression with cocaine dependence) 
and in those with psychosis.17-20 

Based on the above factors, several methods for 
improving adherence have been proven to be effective. 
One of the most effective methods for increasing 
adherence is to establish a therapeutic alliance with the 
patient.21 A relatively strong alliance can lead to improved 
patient adherence to psychotropic medications.22 The 
strength of the therapeutic alliance is a dominant factor in 
improving adherence. During the opening phase of 
therapy, it may be the best predictor of outcome.22 
Clinicians should help patients identify their treatment 
goals.  Partnering with the patient to obtain these goals 
can help to improve adherence. A positive, empathetic 
disposition is needed, but also a collaborative framework 
and partnership where patients see themselves as active, 
respected participants in the relationship. An additional 
method for building the therapeutic alliance includes 
being innovative and finding some common ground with 
the patient. Determine if there are any shared common 
interests, which could be discussed to build the 
relationship. By facilitating the therapeutic alliance, the 
clinician will be able to work with the patient to identify 
specific relapse triggers and help the patient anticipate 
consequences of their non-adherence to medications. 
Clinicians should be aware that it might take up to six 
months to develop this relationship.22 

In addition to developing a therapeutic relationship, 
clinicians should also devote time during their treatment 
sessions to specifically address medication adherence. 
The clinician should recognize risk factors for non-
adherence and address them during the treatment 
session. By identifying specific factors for non-adherence, 
the clinician will be able to enact a proper treatment plan 
for the patient. Example steps that may go into an 

individualized treatment plan targeting adherence may 
include: monitoring symptoms and side effects when 
working with patients who are on antipsychotics due to 
extrapyramidal symptoms and metabolic abnormalities 
that may occur, providing access to information such as 
answering medication-related questions or directing 
uninsured and financially constrained patients towards 
prescription saving programs or to receive generic 
substitutions. 

During the treatment session, the clinician should assess 
the patient’s motivation to adopt healthy behaviors 
related to adherence to recommended treatments. Also, 
they should gauge the patient’s motivation to adopt a 
particular treatment recommendation and the likelihood 
of being adherent to medication. The clinician should 
encourage the patient to discuss the pros and cons of 
taking their medications as prescribed which will not only 
point out key barriers to adherence, but also their 
personal attitudes towards their own condition. 

A recent systematic review described the five areas of 
research that pharmacists have explored in improving 
medication adherence in patients with depression. Five 
types of adherence methods were tested: 1. Educating 
and counseling patients on the importance of adherence, 
side effects, and regimen reviews 2. Monitoring 
medications and following up on drug reactions 3. 
Prescribing medications and dose changes to simplify 
medication regimens under a given protocol 4. Following 
up with a phone call and providing all information and 
response to a patient’s questions 5. Emphasizing the 
importance of medication adherence through a take-
home video emphasizing importance of medication 
adherence. This review demonstrated that the phone call 
was an effective method for improving adherence, 
however the effectiveness was limited based on the 
extent that it can be incorporated into clinical 
practice.  Additional barriers to communication include 
patients and providers that do not speak the same 
language or that may have different levels of 
understanding. Psychoeducation was also found to be an 
effective means of enhancing treatment adherence. The 
evidence provided through this review demonstrates the 
role a pharmacist can play in improving medication 
adherence through different types of interventions.23,24 

Medication adherence is a challenging problem across all 
disease states, but can be particularly hard in those with 
mental illness. Pharmacists are uniquely positioned to 
engage the patient, if in the community setting at every 
fill of their medication or if in the institutional setting at 
the time of initiation of a new medication or upon change 
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in medication regimen. The therapeutic alliance between 
a patient and a pharmacist is essential for discussions 
surrounding side effects, cost, and expectations of the 
medications. Pharmacists are in a unique position to be 
readily available to answer the questions of a patient. The 
addition of other interventions, including follow up phone 
calls, offering additional education, and changing of 
medications or doses, etc. can help the patient and 
ultimately lead to an increase in medication adherence 
and disease state improvement. 
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