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Abstract

This study investigated the factors associated with compliance with
antidepressants in a population of 111 elderly outpatients. 56% of
patients complied with medication 80% of the time or more using
self-report measures. Sociodemographic and clinical variables did
not show a significant relation to compliance. Severity of depression
was negatively and significantly correlated with compliance. Specific
beliefs about antidepressants are strongly correlated with
compliance. Patients with negative beliefs about medications in
general and patients with perceived medication side effects were less

compliant.
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Summary

The aim of this study is to examine the relatiopshetween elderly depressed
subjects’ compliance with antidepressants and #m@wledge of and beliefs about

the medication and to look at other possible ptedscof compliance.

Studying compliance is fraught with difficulties.The first problem is defining
compliance, most studies take an arbitrary cuedfB0% of tablets, but this has not
been consistent and other criteria have been usediffierent studies, including
response to treatment (outcome orientated measuhsegasuring compliance is not
straight forward either; patients tend to overeatartheir intake of tablets when self
report measures are used, serum level estimatesnaceurate for psychiatric
medications and using the “gold standard” Medicatievents Measuring System
(MEMS) only measures the number of times the meidicabottle has been opened,
but not if and how many tablets have been taken.

Predicting compliance has generally been incondisbetween studies. Patient,
illness, physician, treatment setting and medicatfactors have been studied
extensively but yielded contradictory findings.

Disorders on the depression spectrum are commtreielderly, causing a high level
of morbidity and higher mortality. Antidepressardee effective treatments for
recurrent depression in the elderly.

The study was conducted on 111 Egyptian patieetgugnting psychiatry outpatient
clinics in Cairo and Ain Shams University HospitalPatients were invited to
participate in the study and informed consent watsined. Carers accompanying
patients were also invited to participate and 3®ed to complete theelevant carer
guestionnaires.

Compliance was assessed using a global adhererasurag GAM) with five anchor
points ranging from never took my tablets to alwgysk medication as prescribed.
The Medication Adherence Rating Scale (MARS) was alsed to assess compliance

and was validated against the global adherenceureas



Potential predictors of compliance included sociodgraphic variables, clinical and
medication variables, severity of depression, agskssing the Geriatric Mental State
Schedule - Depression Scale (GMSS-DS), beliefs tabwadicines in general and
antidepressants in specific, assessed using thef8Aabout Medicines Questionnaire
(BMQ), severity of side effects assessed usingUK&J) side effects rating scale,
educational messages regarding the use of antelgpnes assessed using the
Questionnaire on Patient Education (QPE) and cognitvas assessed using the
Minimental State Examination (MMSE).

The tools were translated backwards and forwardsti@alled on a group of elderly
patients to assess their comprehensibility in EgypArabic.

Carers were assessed for their beliefs about nmedicin general and asked to
corroborate response on the compliance scalesyfwlere involved in administering
medications to patients.

Results were entered on SPSS version-15 for statisinalysis.

Sample characteristics

The mean sample age was 61.3 years 36 (32.4%) raatks’5 (67.6%) females.
Seventy four participants (66.7%) were married dhoty four (30.6%) were

widowed. More than half the participants (53.2%@rev living with spouse and
children. Nine participants (8.1%) were living ispouse only and eight (7.2%)
participants were living alone. Other living argaments included twenty seven
(24.3%) patients living with their children and 8.2%) patients living with other
family members such as siblings or cousins. Sgwviemee (65.8%) participants were
illiterate and twenty two (19.8%) had basic litgraskills. Only five (4.5%)

participants completed secondary education. Sgveatticipants (63.1%) were

housewives and only eleven (9.9%) were in retirdmen

Clinical Characteristics

Nearly half the patients in the sample had a diagnof dysthymia, 36 patients had a

diagnosis of recurrent depressive disorder (20 snahel 16 females Participants were

on average prescribed 2.9 medications (+ 1.68)otal.t The mean number of



prescribed psychiatric medications was 1.64 (+ 0.80he average duration of
depressive illness was 10.25 years (+ 10.6 yeai®% of the participants were
continuously on antidepressants since the medicatias initially prescribed. The
mean duration since the first prescription of asieéssants was 6.9 years (£ 8.35).
53% of patients (N=47) identified the reason fagithantidepressant prescription as
treatment of depression. 36.1% identified thigraatment of sleep disturbance or
somatic complaints.

Maprotiline was by far the most commonly prescrib&ctidepressant. It was
prescribed to sixty eight patients (61.3%) (meared®85.7 mg/day - Range 25-225

mgQ).

Descriptive statistics for Clinical Rating Scales

The GAM is a simple questionnaire, which asks thgepts to describe how often
they forget to take their medications. 45% of gras said that they were fully
compliant and only 6 patients (5.4%) reported newemplying with their
prescription. Scores on the MARS give an indigatdd how compliant patients are,
ranging from O to 10 with higher scores indicatirggter compliance. The mean score
on the MARS was 6.69 (+ 2.25).

The mean score on the 33 item GMSS-DS for assessngrity of depressive
symptoms was 27.5 (x 14.88). The Minimum scoretlom scale is O indicating
absence of depressive symptoms and the maximure $£at3. The Beliefs about
medicines questionnaire was used to assess theiticegmepresentation of
medication. This is comprised of four subscale® subscales about beliefs about
medicines in general and two specific subscalesttier beliefs about prescribed
medicines. In our sample the patients receivedracalled 4.79 (+ 3.48) educational
messages regarding the use of antidepressants emagavout of a total of 18
(educational messages: mean 2.54 (+ 2.04) andtoggbiehavioural strategies: mean
1.97 (x 1.73)). Side effects were rated on a UKaiifity Scale from 0 to 3 depending
on severity (0 = absent side effect, 3 = sever8poring was based on patient's
perception of the side effects and their relatmthe prescribed antidepressant.

The mean score on the MMSE was 23.24 (SD * 4.3Wo patients had a diagnosis

of dementia.



33 carers of participating patients provided infatimn on their general beliefs about
medication. Their mean scores were higher tharnp#ients mean scores on both
scales (Carer BMQ Overuse scale mean score = B.93compared to 2.74 + 0.84
for patients, and Carer BMQ Harm scale mean scat@ 2 0.96 compared to 2.70
0.90 in patients). The higher scores on both scaidicate less healthy attitudes

towards medicines in general.

Sociodemographic variables and compliance

There was no correlation between MARS complianceresc and age and no
significant difference in the mean scores on theR®Ascale between males and
females. There was no significant difference immMARS scores between married
and widowed patients (which constituted 97% of dajnp Level of educational
attainment did not correlate with MARS scores. idtas who did buy their
antidepressants from an outside pharmacy were iffereht on the mean MARS
scores from patients who did not. One way analgéisariance did not show a
statistically significant compliance difference Wween different living arrangements,

or occupation.

Clinical Variables and compliance

MARS scores did not correlate with duration of ess, duration of treatment with
antidepressants, total number of prescribed madicat total number of psychiatric

medication.

Correlation between MARS and the clinical ratingalecwas conducted using
Spearman’s correlation for ordinal data. Sevedfydepressive symptoms as
measured by the GMSS-DS was significantly corrdlatgth compliance on the

MARS in a negative fashion i.e. non compliant pasesuffered from more severe
depressive symptoms (r = -0.5, p < 0.01). Thers m@correlation between general
BMQ overuse scale and compliance on the MARS. &hexs a weak significant (P
< 0.05) negative correlation between the generalBNarm subscale and the MARS.
This correlation would suggest that patients whitelse medication can generally be
harmful are less compliant. Specific BMQ is fornedubscales, by combining the 2

subscales a necessity / concern differential caex@polated. The BMQ specific



necessity scale was correlated with the MARS (6; 8 < 0.01). A significant
negative correlation (r =-0.33, p < 0.01) was dtsmnd between the specific concern
subscale of the BMQ and the MARS. Patients withrgfer beliefs in the necessity of
and fewer concerns about antidepressants (higles@or the necessity subscale and
low scores on the concern subscale) were more ¢ampl The Necessity-Concern
Differential was accordingly correlated with the RS (r= 0.527, p < 0.01). This is
the strongest correlation found in the study, anltighly significant.

There was a negative correlation between medicaiabe effects and compliance (r =
-0.31, p<0.01). Patients with more severe reposidd effects were less compliant.
This correlation was found with psychiatric sidefeefs such as difficulty in
concentrating and poor memory (r = -0.30, p<0.01J autonomic side effects such
as dry mouth and urinary retention (r = -0.31, p40.

There was no significant correlation between thealber of educational messages on
antidepressants (QPE) and the level of compliancEhis correlation became
significant after removing the outliers (SpearmaRiso = 0.22, p = 0.03). This
correlation was found with the educational messd§pearman's Rho = 0.21, p =

0.03), but not with cognitive behavioural strategie

There was no correlation between MMSE score andoiante with antidepressants.
Only 2 of our patients had a diagnosis of demernitias worth noting that 65% of the

subjects were illiterate and 20 % had only bassrdcy skills.

Significant correlations with compliance (measuusthg the MARS) were entered in
the linear regression model. These were specdiefs about medicines (measured
by the BMQ - specific), the harm subscale of theegal BMQ scale, severity of
depressive of symptoms (measured by the GMSS) h@yic and autonomic side
effects (measured by the UKU side effects ratirajegcand the educational messages
about antidepressants (measured by the QPE).nfrahy analysis was conducted to
ensure no violation of the assumptions of normalityearity, multicolinearity and
homoscedasticity. 4 offending cases were idedtifdad removed from the final
analysis to prevent skewing of results. The MAR& s as a measure of compliance
was the dependent variable. In this model compéiancreased with higher scores on
the necessity - concern differential (Beta = 0 8% 0.001). Linear regression was

conducted using the subcomponents of the scalechwhad the following Beta



values: BMQ specific necessity Beta= 0.32 p < 0,BMQ specific concern Beta = -
0.21, p = 0.012. Thus compliance increased witbesgity and decreased with
concern. Compliance also increased with the nurabeducational messages (QPE)
given on antidepressants (Beta = 0.19, p = 0.048)cancerns about harmful effects
of medicines in general (Beta = 0.03, p = 0.68B)is model predicted 52.5 % of the
variance F = 15.178, p < 0.001.

The results of the study showed that in a sampleldérly depressed Egyptian
patients self presenting to psychiatric outpatielmics around 56% of patients
complied with medication 80% of the time or moreangsself report measures.
Sociodemographic variables including age, sex milasthtus, educational attainment,
occupation and living arrangements were not sigafily associated with
compliance. Clinical variables such as diagnosisatibn of illness, duration of
treatment, number of prescribed medications andrddbility did not show a
significant relation to compliance. Severity of degsion was negatively and
significantly correlated with compliance. Most iorfantly Specific beliefs about
antidepressants (more necessity and fewer concames)strongly correlated with
compliance and the necessity/concern differentiak vthe strongest predictor of
compliance with medication in our sample. Patientth negative beliefs about
medications generally causing harm and patients werceived medication side
effects, mainly psychiatric and autonomic, were lesmpliant.

Our results also showed that receiving educatiomedsages about antidepressants is
weakly associated with better compliance and tbat pognitive performance in non
demented patients does not correlate with compiama that's carers' general beliefs
about medications are not correlated with subjecisipliance.
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Introduction

Compliance with medication is a complex phenomeshomto the numerous variables
involved in its determination. Physicians struggleinderstand why patients choose
not to take prescribed medications, having presdrithem with knowledge of the
illness and learned — even evidence based - wayreating it. In psychiatry this is
complicated by patients’ insight to their illnessr (ack of) and sometimes poor

recognition of the need for treatment.

When patients do recognise they are unwell, they moa think medication is what
they need, they may not always be sure their trgaghysician knows best and some

may find enduring the illness easier than swallagytire tablet.

Factors that influence the patients’ decision tketanedications may be personal,
related to the iliness, the physician or the mdthoa Personal factors include
sociodempographic variables, knowledge of the skneand beliefs about the illness
and the available treatments. Factors relatetldallhess are particularly relevant in
psychiatry as insight may not always be intact dnd to the chronic nature of most
psychiatric conditions, including depressive digosd The severity of illness is
another important variable. Patients sufferingrfra milder disorder may be less
inclined to endure the treatment and side effedt®re severe forms of the illness,
especially psychotic depression, may be assocvaitbdooor insight. Doctor —patient

relationship is another important variable, as diactmay be the major source of
information about the illness, treatment and siffleces. And finally the prescribed

medication, its mode and frequency of administrgtitts efficacy in treating

symptoms and side effects profile are significaariables affecting compliance.

Depression is a relatively common morbidity in coomity dwelling elderly with
prevalence rates ranging from 4 to 16%. It is fiherth leading cause of disease
burden globally, accounting for 4.4% of total dididpadjusted life years (DALYS).
Antidepressant medications are effective treatmfamtdepression in the elderly, and
the newer generations of drugs have a much baiterated side effects profile.
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Noncompliance with antidepressants is an impoffator in increasing the burden of

the disease.

Attempts to understand the complex nature of camnpk started in the 50s. Social
cognition models to explain health related behavimecluding compliance have been
devised. The Health belief model, the Theory oasdmed Action, the Theory of
Planned Behaviour, the Transtheoretical Model dmel $elf Regulatory Model
attempted to explain the theoretical underpinnimjscompliance with varying

degrees of success.

This study attempted to investigate the factorso@ated with compliance with
antidepressants in an elderly population in Egypiactors investigated included
sociodemographic variables, medication related ofact severity of depressive
symptoms, beliefs about medicines in general antidepressants in particular,
knowledge about antidepressants, side effects aguitove decline.

Carers in this particular demographic may also favénpact on compliance; hence

their beliefs about medicines in general were aigestigated.
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