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Schizophrenia is one of the most debilitating and costly of the major illnesses in 

the UJ?ited States. Individuals diagnosed with schizophrenia are at-risk for impaired 

awareness, poor therapeutic alliance, and, failure to comply with medication regimens. 

Although awareness has been related to medication compliance, and the therapeutic 

alliance has been suggested as an explanation of medication compliance when individuals 

are not aware of their illness· symptoms, treatment response or social consequences of 

· their mental illness, findings of previous studies have been unclear concerning the 

influence of the therapeutic alliance on the relation between awareness and medication 

compliance. This cross-sectional correlational study was designed to test a hypothesized 

model in which the therapeutic alliance inflµences the relation between awareness and 

medication compliance in the treatment of a sample of individuals diagnosed with 

schizophrenia. 

The.settings for the study were two day treatment programs. Adults diagnosed 

with o!le of the types of schizophrenia and their primary therapists were invited to 

participate. Seventy-six patients and 12 primary therapists were offered the opportunity to 

participate, with 70 patients and 10 therapists who completed the·study. 

It was hypothesized that the therapeutic alliance would influence the relation 

. between awareness and medication compliance. Data were analyzed using hierarchical 

multiple regression anaiyses. The hypothesis was partially supported. The therapeutic 



alliance and awareness had significant main effects on medication compliance, but their 

interaction was not significant. In this sample, both the therapeutic alliance and 

awareness hc;!d additive effects on medication compliance, but their interaction did not 

significantly add to the prediction of medication compliance. The study suggests that 

primary therapists should spend time on both developing the therapeutic alliance and on 

improving patients' awareness of illness symptoms, treatment response, and social 

consequences of their mental illness in order to have the greatest effect on medication 

compliance for individuals diagnosed with schizophrenia. 
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CHAPTER I 

Introduction · 

In terms of long-term treatment costs, life-time support and human suffering, 

schizophrenia (SZ) is the most debilitating and costly of all major illnesses in the United, 

States (Jarboe & Kilts, 1998). Defined as a severe and persistent mental illness by the 

' National Advisory Mental Health Council (1993), SZ is the most common and also the 

most disabling of the psychotic illnesses (American Psychiatric Association [APA], 1994, 

1997; Karno & Norquist, 1995). While affecting 1 % of the general population, SZ 

accounts for about 10% of all permanently disabled adults, 8 to 25% of persons who.are 

homeless, 6% of persons in correctional institutions, and 2.5% of all health care · 

expenditures in the U.S. (APA, 1994; Baier & Murray, 1999; Rice, 1999; Rupp & Keith, 

1993). 

With an onset in late adolescence or early adulthood, sz·is characterized as a 

compl~x disorder with variable severity, intetisity~ duration (APA, 1997). SZ affects 

multipl.e biological and psychological processes with resultanf lifetime disabilities in 

multiple domains such as learning, self-ca.re, working, interpersonal relationships and 

daily living skills. These disabilities require a variety of, community· support~ to relieve 

human suffering and the financial burden 'placed on families over the life span (Lehman, 

1998; Rupp, & Keith, 1993). Complete remission of symptoms and return to premorbid 

function is not comm~n with SZ (Sheitman, Kinon, Ridgway, & Liebe~an:, 1998). 
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Individuals diagnosed with SZ occupy 25% of all hospital beds in the United· 

. States, use 40% of all long-term care days, and have 300,000 acute episodes annually 

(Pickar, 1995). There is a 10% completed suicide rate within the first ten years of 

diagnosis (Jeste, Gladsjo, Lindamer & Lacro, 1996; Roy, 1992). The total societal costs 

of SZ have been estimated to be as hig~ as one quarter of the 100 million pounds annual 

mental health budget in Britain (Davies & Drummond, 1990). In the United States, the 

cost is ·33 billion dollars a year, 14.8 billion of which accounts for direct costs of 

treatment (Rice & Miller, 1992). Those estimates of total costs include direct costs of 

treatment such as hospital stays, office visits, medications, and laboratory monitoring, 

and law enforcement and correctional system involvement for crisis intervention and 

criminal activity committed by individuals diagnosed with SZ. Indirect costs also are 

included in the societal costs such as long term disability,·lost productivity and care taker 

burdens. Failure to follow prescribed medication regimens by individuals diagnosed with 

SZ accounts for 40% of the national cost of re-hospitalization (Weiden & Olfson, 1995), 

and as such is a major factor in determining treatment costs and long-term outcome for 

individuals diagnosed with SZ (Marder, 1998). 

Medication Compliance 

Due to its substantial efficacy against psychotic symptoms, pharmacological 

therapy has been the mainstay of treatment for SZ since the 1950's (Littrell, S. & Littrell, 

K., 1997; Sheitman et al., 1998). Antipsychotic medications are used to treat acute 

episodes of psychotic symptoms, to prevent future episodes, and to improve symptoms 

between acute episodes of SZ (APA, 1997; Sheitman et al., 1998). An individual's prior 

history of medication response is a reliable predictor of how an individual will respond to 
• •' I 



a subsequent trial of an antipsychotic medication (Baldessarini, 1996; Kolskowska et al., 

1985). 

Despite efficacy rates of 60 - 75% for traditional antipsychotic medications in the 

treatment of SZ, there is also a high incidence of failure to comply with medication 

regimens over time (Crow, MacMillan, Johnson, & Johnstone, 1986; Kane, Rifkin, 

Quitkin, Nayak, & Ramos-Lorenzi, 1982). Studies with newer, atypical antipsychotic 

medications reveal improvement in efficacy for treatment resistant individuals and 

reduced side effect profile (Gaebel, 1997; Sheitman et al., 1998; Tollefson et al., 1997). 

Although clinical trials have indicated better medication compliance compared to the 

traditional antipsychotic medications, longitudinal studies of the newer medications have 

not been reported with the same follow-up that has been reported for the traditional 

medications (Gaebel & Pietzcker, 1985). It is expected however over time that the 

<?Ompliance rates for both the traditional and atypical medications will be essentially the 

same due to factors other than pharmacological efficacy (Cramer & Rosenheck, 1998; 

Fenton, Blyler, & Heinssen, 1997). 

3 

Compliance is a willingness to follow or consent to the wishes of another person, 

whereas adherence is the action of sticking to, suppqrting or following a person or an idea 

(Buchmann, 1997). Although the terms have been used interchangeably in the literature, 

there has been recent discussion .about the use of these terms when referring to the taking 

of medication by individuals diagnosed with SZ. Littrell (1998) has proposed use of the 

term adherence rather than compliance because the former implies a collaborative 

partnership, whereas the later implies a·more passive or "sick role" (Parsons, 1951) for 



the afflicted individual. The passive role promotes stigma and "illness behavior"· 

(Mechanic, 1962) which hinders rehabilitation (Littrell, 1998). 

4 

Marder (1998) has proposed that "involved compliance" requires an awareness of 

illness, a capacity to contrast pretreatment and post-treatment functioning and well-being, 

and an ability to.realize that ongoing improvement is contingent on maintenance of 

pharmacological therapy over the course of the illness. Based on the assumption that 

human action/behavior (adherence) .is linked to human cognition/thought (compliance), 

Buchmann (1997) has proposed that either term is appropriate when referring to the 

taking of medication by individuals diagnosed with SZ. For this study, compliance will 

be used to refer to the action or behavior of taking medication as well as the cognition or 

thought associated with that action because of the link between human thought and 

behavior. Compliance is the term most often used in the literature. The term adherence 

occurs in the rehabilitation and reintegration literature rather than throughout all phases 

of the illness. The ·awareness of illness described by Marder as a prerequisite for involved 

compliance may vary depending on the severity, intensity, and duration of SZ symptoms 

and the professional relationship. 

Medication compliance has been related to good treatment outcome in SZ. 

Indicators of good treatment outcome for SZ include improved acute symptoms 

(Schooler et al., 1980), reduced rates of relapse (Green, 1988; Ke~tner, 1995; Linn, Klett, 

& Caffey, 1982), reduced number of hospitalizations, shorter hospital stays (Caspers & 

Regan, 1993; Caton, Koh, Pleiss, Barrow, & Goldstein, 1985; Curson et al., 1985; 

Fernando, Cooper, Cemovsky, Bailey, & Velamoor, 1990; Gaebel & Pietzcker, 1985; 

Verghese et al., 1989) and reduced criminal justice involvement (Smith, 1989). This 



.,. 

relation between medication compliance and good treatment outcome has been reported 

in a 20 year longitudinal study in,Icelartd (Helgason, 1990) ... 

Awareness 

One reason for the relation between medication compliance and treatment 

outcome for individuals diagnosed with SZ is awareness (Amador, Strauss, Yale, & 

Gorman, 1991; Amador et al., 1994; ~avid_ et al., 1995). Dzurec (1994) used both 

qualitative ~nd quantitative methods to describe the personal exp~riences of individuals 

diagnosed with SZ. Her work indicated that most of the participants in her research were 

not only experiencing a lack of powerfulness but also did not express awareness of their 

environment. Impaired awareness of environment may include impaired awareness of 

illness symptoms, impact of illness on quality of life, and treatment response. Indeed, 

persons with SZ often have impaired awareness of having a mental illness, of specific 

signs and symptoms of the illness, and do not recognize the consequences of the illness 

(Amador et al., 1991). ·Impaired awareness concerning the benefits of treatment is 

common among individuals diagnosed with SZ (APA, 1994). This impaired awareness 

often leads to disagreement with health professionals about type of treatment as well as 

whether treatment is even indicated (Amador & Gorman, 1998). The incidence of 

impaired awareness among individuals diagnosed with SZ is reported to be at 50 to 80% 

of all patients (Amador et al., 1994; Amador et al., 1991; Carpenter, Strauss & Bartko, 

1973). 

Impaired awareness predispos~s an individual to disregard treatment plan·s and to 

fail to comply with medication.regimens and as such is often a~sociated with the variable 

course of SZ (Am-ador &, Strauss, 1993; Amador.et al., 1991).°Thern-ha~e been reports of 



individuals who were willing to take medication despite impaired awareness. It has been 

suggested that a relationship with their therapist may account for that willingness 

(McEvoy, Apperson, et al., 1989). 

Therapeutic Alliance 

It is widely recognized that the_ success of any therapeutic endeavor_ depends on 

. . 

the participants establishing an open, trusting, colla~orative relationship (Frank & 

. Gunderson, 1990). The relationship, also called a th~rapeutic, working, or helping 

alliance, has been described as an informed partnership in which the patient is not a 

passive recipient of treatment but is an active participant in managing symptoms, 

preventing or containing relapses, and pursuing long-term social, personal, and 

occupational goals with abundant social support and training for the skills needed to 

accomplish those goals (Lieberman et al., 1993). Studies have shown.that failure to form 

an alliance is strongly associated with failure to comply with medication, premature 

termination of therapy and poor treatment outcomes (Alexander & Luborsky, 1986; 

Dockery & Fiester, 1985; Howard et al., 1970; Saltzman, Leutgert, Roth, Ceaser, & · 

Howard, 1976; Tracey, 1977). A therapeutic alliance is more difficult to establish and 

takes longer to develop with individuals diagnosed with SZ (Forchuk, 1992; Frank & 

Gunderson, 1990; Horowitz, 1974; Luborsky, 1976; Orlinsky & Howard, 1978). 
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The standard goals of treatment are symptom management, relapse prevention, 

pursuit of long-term rehabilitation, skills training, and support (APA, 1997; Canadian 

Psychiatric Association [CPA], 1998; Frank & Gunderson, 1990; Horowitz & Marmar, 

1985; Lieberman et al., 1993). The International Association of Psychosocial 

Rehabilitation Services [IAPSR] ( 1997) Practice Guidelines for Rehabilitation of Persons 



with Severe and Persistent Mental Illness stipulates that patients and family need 

education on medication compliance as a means of relapse prevention. In order to 

improve medication compliance among individuals diagnosed with SZ, the APA (1997) 

has recommended both_ antipsy~hotic medication and supportiye therapy. Based on a 6-

month study at a community mental health center in Miami, Delaney (1998) suggested 

_ that human relationships and the structure of rehabilitation programs contribute to 

prevention of relapse in severe and persistent mental illnesses such as SZ. Guidelines for 

professionals involved in the treatment of SZ include calling to remind patients and 

caregivers of appointments, follow-up and rescheduling of missed appointments, 

medication dosing strategies, education strategies, and promotion of early recognition of 

acute episodes. These actions rt?prese~t the tasks of a professional in a therapeutic 

alliance (APA, 1997; CPA, 1998). 
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Defining the nature of the actions of a therapeutic alliance with individuals. 

diagnosed with SZ has led to some controversy concerning the nature of the relationship. 

A relationship in which the afflicted individual is a passive recipient of therapy 

determined by the professional has been associated with the traditional patriarchal _ 

medical model of treatment. Conversely, the relationship in which the afflicted individual 

has an active role in determining the goals and tasks of treatment in partnership with the 

professional has been associated with the more recent collaborative rehabilitation model 

of treatment (Biglow, 1999; Littrell, 1998). Some scholars suggest that the imbalance of 

power implied by the traditional relationship leads to stigmatization, efforts of the patient 

to regain control, increase~ patient resistance, and frustration and anger for patient and 

professional. Conversely the partnership implied by the collaborative relationship denotes 



a bond between patie~t and professional that leads to improved communication, shared 

decision making, shared risks, improved trust and reduced tension and anxiety for both 

patient and professional (Biglow, 1999; Littrell, 1998). 

In a therap~utic alliance the nature of the relationship whether patriarchal or 

collaborative partnership, is influenced by the actions and thoughts of each member of 

the dyad. For the patient with SZ in an alliance, awareness and medication compliance 

are important, whereas for the professional the ability to effect change in medication 

compliance and treatment outcomes are important. Development of the relationship or a 

therapeutic alliance is different for each dyad (Forchuk, 1995), proceeds through phases 

over time (Peplau, 1952), and is a multidimensional phenomenon which involves the 

contributions from each member of the_ dyad. 
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· Just as there may be various levels of medication compliance based on whether 

the ·individual with SZ has awareness or impaired awareness of the diagnosis, treatment 

response and consequences of their mental illness (Marder, 1998), there also may be 

variations in the nature of the therapeutic alliance. When awareness is impaired, the more 

patriarchal rel_ationship may effect medication compliance more positively. Conversely 

when the individual-with SZ has awareness of their illness, the more collaborative 
I 

relationship may have a more positive effect on medication compliance. Therefore a 

therapeutic alliance may be patriarchal or a collaborative partnership between an 

individual diagnosed with SZ if awareness of their ·illness is liprited in order to have 

optimum positive effect on medication compliance and long-term treatment outcome. 



Problem 

Although there are effeqtive treatments· available for most individuals afflicted 

with SZ, research has shown that individuals diagnosed with SZ are at-risk for poor 

medication compliance. In -order to ensure remis_si_on arid pr~v~nt relapse, medication is 

necessary for the treatment of SZ (Weiden, 1995). Impaired awareness regarding the 

consequences of illness and the benefits of medication treatment are common and 

contribute to poor treatment outcome in SZ (Amador & Gorman, 1998; Fenton et al., 

1997_; Keefe & Harvey, 1994). Significant relations between awareness and medication 

compliance (Bartko, Herczcg, & Zador, 1988; Buchanan, 1992; McEvoy, Apperson, et 

al., 1989),. betwee~ therapeutic alliance and medic~tion compliance (Frank, 1995; Frank, 

Kupfer, & Siegal, 1995; Kelly, Mamon, & Scott, 1987) and between awareness and 

therapeutic allianc·e (Amador et al., 1993; David & Kemp, 1997) have been found. 

McEvoy, Freter, Everett, & Geller (1989) have suggested that a relationship with a 

professional may account for medication compliance ·in the absence of awareness . 

However, there has not been an investigation of medication compliance that has 

examined the roles of both awareness and the therapeutic alliance in individuals 

diagnosed with SZ. 

. ·. 

The purpose· of this study was to investigate whether the therapeutic a~liance 

affects the relati~n between awareness and medicati<?n compliance in a sample of 

individuals diagnosed with SZ. Determining the relatio~s among therap~utic alliance, 

awareness, and medication compliance· can provide patients, professionals~ and families 

with information geared· toward optimiziµg the_ effect .of medication compliance and 

9 



positively influencing treatment outcome for one of the most debilitating and costly 

severe and persistent mental illnesses of present time. 

This investigation will contribute to the -existing literature by filling a gap in 

c·urrent know ledge concerning the role of the therapeutic ·alliance in medication 

compliance for those with SZ who have varying levels of awareness of their illness. 

Determining the relations among therapeutic alliance, awareness, and medication 

compliance in an individual diagnosed.with SZ may allow the professional to determine 

whether to focus· on the development of the ~erapeutic alliance or on improving the level 

of awareness in ordyr to optimize medication compliance. 

Beneficial' effects of psychotherapy in general· and the therapeutic alliance in 

particular have been minimized in this er~ of health.care delivery. Scientific study may 

• clarify whether there is a cost benefit to the therapeutic· alliance in terms of medication 

compliance in the treatment of SZ. ·when time with a patient is limited, !mowing whether 

to focus on development of the professional relationship or improvement of patients' 

awareness of their i~lness s~ptoms, response to medication and influence on their daily 

life can_allow the therapists to be more efficient and effective in optimizing medication 

compliance. 0:I?timal medication compliance will result in better long range treatment 

outcome for patients, and ultimately be more cost effective for both direct and indirect 

costs over the lifetime course of the illness. In an era of managed care, limited human 

resources, and improved pharmacological intervention, scientific support for the 

importance of the therapeutic alliance may be of benefit to patients, families and insurers 

for optimal treatment outcome and effective use of treatment resources. 



CHAPTER II 

Review of Literature 

Overview of Schizophrenia . 

Schizophrenia (SZ) is one of several disorders often referred to as the 

schizophrenia-spectrum disorders (SZ-SPEC) in the Diagnostic and Statistical Manual for 

Mental Disorders, Fourth Edition [DSM-IV] (American.Psychiatric Association [APA], 

1994). The SZ-SPEC includes three groups of disorders. The first group includes the five 

subtypes of SZ (paranoid, disorganized, catatonic, undifferentiated, and residual), 

schizophreniform disorder, schizoaffective disorder, and ]?rief psychotic disorder. The 

second group includes shared psychotic disorder, psychotic disorder due to general 

medial conditions, and the third group includes substance-induced psychotic disorder, 

and psychotic ~isorder not otherwise specified. The defining feature for SZ-SPEC is 

psychosis and the grouping of all the disorders is ba~ed on different aspects or symptom 

domains of psychosis (APA~ 1994). The-first group is of primary interest because they 

represent the mostdisabling of the psychotic disorders. The brief psychotic disorder and 

schizophreniform diagnoses are not likely to be represented in the outpatient population 

due to the diag~ostic criteria, which has a shorter period of time for symptom expression. 

SZ is the most common of-the-SZ-SPEC in the United States (APA, 1994). SZ 
' . - ' ' . - ',' 

can have ati abrupt or insidious onset and affected individuals often develop lifetime 

functional disabilities (Rupp & Keith, 1993; Wyatt, Henter, Leary, & Taylor, 1995). SZ 
'-

is characterized by ·a variable course of episodes of exacerbation, relaps~, remission and 

· deterioration (Moller & Murphy, 1999). A complete remission of symptoms and return to 

11 



premorbid function is not common in SZ. The c011rse also appears to be influenced by 

culture and societal complexity, with better outcom~s in developing countries (World 

Health Organization [WHO], 1979). 
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SZ affects males and females equally, although in females the onset is two to 

seven years later than in males (Bardenstein & McGlashan, 1990; McGlashan & 

Bardenstein, 1990). For the majority of individuals, the onset occurs in late adolescence 

or early adulthood when a career has not been fully developed. Most individuals with SZ 

are either under-employed or unemployed. Reported unemployment rates are as high as 

70 to 80 % (Attkisson et al., 1992). As such, SZ is the most disabling and challenging of 

the psychotic disorders. 

Symptom Domains of the Psychotic Feature 

The psychotic feature in SZ has been further classified into three domains that 

include positive, negative, and cognitive clinical presentations. The positive symptom 

domain"includes delusions and hallucinations, and the negative domain includes deficit 

symptoms such as restricted range and intensity of emotional expression and redu~ed 

thought and ~peech productivity (APA, 1997). The cognitive domain, includes 

disorganized speech and behavior, poor attention and memory, and deficits associated 

with executive function such as difficulty with new learning, dr assessing and planning 

goal-directed activities (Perkins, 1999). Recent studies indicate that the severity of the 

disorganized or_cognitive domain is the most important in terms of prognosis for 

rehabilitation~and recovery (Aquila, Weiden & Emanuel, 1999; Marder, 1998; Razali & 

Y ahya, 1997). 
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A fourth domain gaining support in the literature involves mood symptoms. There 

is controversy, however, over whether mood symptoms represent a side effect of 

antipsychotic medication,· a comorbid affective disorder, a dysphoric response to 

awareness of social and occupational dysfunction and life-long disabilities, or mood-
.) 

incongruent symptoms of SZ (Sands & Harrow, 1999). The mood symptom domain has 

·been associated with medication compliance as well as with the incidence of suicide 

(Tollefson & Andersen, 1999). The mood domain has been suggested as an explanation 

for different treatment responses to atypical and ·tradi~ional antipsychotic medications 

(Buckley, 1999; Gaebel, 1997). 

Individuals with SZ may clinically present any of the domains over the course of 

the illness. The domains may change in prominence based on the phase of the disorder as 

well as treatment response. The prominence of a domain has implications for the 

diagnosis of SZ subtypes (AP A, 1997). Of the five subtypes of SZ, the paranoid type 
·-V 

usually has a less severe treatment course while the undifferentiated subtype has the most 

severe (Fenton & McGlashan, 1991). 

The Phases of Schizophrenia 

It is generally accepted that SZ has· three phases: (1) an acute phase characterized 

by florid psychotic symptoms including delusions, hallucinations, and severely 

· · disorganized thinking (2) a stabilization phase characterized by less severe psychotic 

symptoms usually lasting at least six months after an acute episode, ·and (3) a stable phase 

characterized either by an asymptomatic period or by relatively stable chronic psychotic 

symptoms and nonpsychotic symptoms such as tension, anxiety, depression or insomnia 

(Breier, Schreiber, Dyer & Pickar, 1991, 1992). Negative or deficit symptoms such as 
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impoverished thinking and speech, lack of motivation or inability to initiate or persist in 

goal-directed behavior, and flat or constricted emotional expression, are more evident 

during the stable phase, and in some cases, there is evidence that negative symptoms may 

become more steadily prominent over time (McGlashan & Fenton, 1991 ). 

The duration of a particular phase may vary because of inter and intra-individual 

differences·. The majority of individuals alternate between acute psychotic episodes and 

stable phases with full or partial remission. Interepisode residual symptoms are common 

and the three phases may merge into on~ another without absolute, clear boundaries 

between them (APA, 1997). Longitudinal research by Breier and associates (1991, 1992) 

has provided evidence for time frames for the phases of schizophrenia, however these 

time frames vary greatly among individuals. The presence of positive and negative 

symptoms following optimal treatment of an index episode may be predictive of more 

severe residual cognitive and mood symptoms and a poorer functional recovery (APA, 

1997). Recognition of the phase of illness and timely treatment with medication is 

essential. Less than optimal treatment due to failure to prescribe appropriately, or 

noncompliance results in increased intensity, duration, and severity of symptoms. 

During the stabilization and stable phases, awareness of illness and compliance 

with treatment regimens become most crucial. The stabilization phase may be 

characterized by medication changes, development of a working therapeutic alliance, and 

increased coping and illness management skills by the afflicted individual (APA, 1997). 

The goals of treatment during the stable phase are to optimize functional recovery, 

promote-illness awareness, detect early signs of relapse, and monitor for side effects and 



comorbid conditions. Relapse prevention is of primary concern and compliance to 

treatment is the goal. 
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In order to promote compliance in either phase, good relations must exist between 

patient and health care professional. Other factors that promote or facilitate compliance 

include patients' knowledge about the illness, und_erstanding the risks of failing to 

comply with medication regimens, reports of few side effects and support of the 

treatment plan (APA, 1997; Weiden et al., 1994). Medication noncompliance is 

associated with barriers such as a denial of illness or impaired awareness of illness 

symptoms and treatment response, distressing side effects, complicated dosage schedules, 

comorbid substance use/abuse, problems with access to treatment, financial obstacles to 

receiving medication, and stigma (CPA, 1998; Weiden et al., 1994). 

Overview of Awareness 

Insight or awareness of illness symptoms and treatment consequences although 

not specific to psychiatry is generally only used in the context of psychotic disorders that 

have-a breakdown of reality orientation as a defining symptom. Although impaired 

· awareness or lack of insight may have implications for other medical conditions, denial is 

the construct typically investigated in association with physical illnesses. According to 

Mayer-Gross in 1920, impaired awareness was identified as a symptom of psychotic 

disorders dating back to the 19th century when SZ was first described by Bleuler ( as cited 

in Wciorka, 1988). Currently, impaired awareness has been identified in the DSM-N 

(AP A, 1994) as an associated feature of SZ that is related to the course of the illness. 

Awareness in Schizophrenia 
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The terms insight and awareness have been used interchangeably in the literature 

with some _controversy concerning the definitions. Since insight and awareness both have 

been defined as an individual's ability to acknowle~ge the presence of a mental illness, 

awareness will be the term used in this study. ·some researchers have described the 

construct as an individual's awareness of relapse or return of acute psychotic symptoms 

(Heinrichs, Cohen, & Carpenter, 1985). Others suggested awareness was present only if 

individuals believed they had a mental illness, or if they recognized their symptoms as 

that of a mental illness, and also believed they needed treatment (Bartko et al., 1988, Lin, 

· Spiga, & Fortsch, 1979). A number of studies have indicated that a majority of 

individuals diagnosed With SZ have impaired awareness, that is they deny, fail to 

acknowledge, or more broadly, lack the awareness of having a mental disorder or signs 

and symptoms of a mental disorder (Amador et al., 1991; David, 1990; Wilson, Ban, & 

Guy, 1986; WHO, 1973). 

Awareness has been described as a multidimensional phenomenon whose 

attributes are awareness of a mental illness, awareness of the achieved effects of 

treatment, and awareness of the social consequences of having a mental illness (Amador 

& Strauss, 1993). David (1990) conceptualized awareness as three overlapping constructs 

which are (a) the ability to re-label unusual mental events (i.e. hallucinations) as 

pathological, (b) the ability to recognize that he/she is suffering from an illness and that 

illness is mental and ( c) the ability to comply with treatment, both expressed and 

observed. David suggests that the relationship of awareness to psychosis is not a direct, 

linear one, and the elements that make up awareness may be partially independent. In 

other words, there may be partial awareness that may or may not be associated with the 
J 
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severity of psychotic symptoms and therefore may or may not be amenable to medication 

treatment or psychosocial interventions. 

Etiology of Awareness. There is some controversy concerning the etiology of the 

absence of or impaired awareness in psychotic disorders. Theories of etiology are offered 

from many perspectives and with varying support. Indeed the study of awaren~ss has 

been criticized as being of largely academic interest rather than of true practical value 

(Startup, 1996). However, the strongest argument for practical interest to health care 

providers is the evidence of relations among awareness, compliance and treatment 

outcome (David & Kemp, 1997). Improving awareness may benefit compliance issues 

and treatment outcome for individuals diagnosed with SZ. 

The etiology of impaired awareness in SZ has been disc~ssed from several 

different perspectives. Some investigators broadly divide the theoretical foundations into 

two main perspectives: motivational and deficit (Startup, 1996), while others categorize 

the theoretical perspectives into three perspectives: psychodynamic, neuropsychological, 

and clinical (Carroll et al., 1999). The most extensive discussion of etiology however 

offers five theoretical perspectives: psychopathology, cognitive deficit, psychodynamic 

defense mechanism, aspect of personality, and as a cultural and socially determined. 

attitude (David & Kemp, 1997). The evidence is not conclusive for any etiological 

explanation although some evidence is offered for each theoretical perspective. The 

etiology of the impaired awareness may have implications for medication compliance and 

response, and treatment ~utcomes in SZ. 

The motivational explanations assume that individuals are aware of their illness in 

some sense but are motivated to deceive themselves ( or others) about it in order to 
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preserve their self-esteem, maintain an optimistic outlook, or some similar reason 

(Startup, 1996). These ideas gain some support from studies showing that individuals 

diagnosed with SZ who have awareness of the symptoms and consequences of their 

illness are more pessimistic (Thompson, 1988), more depressed (Amador et al., 1994; 

Smith, Hull & Santos, 1998), and have lower self-esteem (Warner, Taylor, Powers, & 

Hyman, 1989; Taylor & Perkins, 1991) than those with less awareness. Those who 

suggest psychodynamic, and cultural and social explanations also would cite these studies 

as supporting their theories for impaired awareness in SZ. 

The psychodynamic explanations also view impaired awareness as a defense 

mechanism to protect against the low self-esteem that would result from the acceptance 

of a personal, severe and persistent mental illness (McGlashan & Carpenter, 1976). The 

early definition and measurement of awareness was reflective of this theory in that the 

patients simply had to acknowledge that they had an illness and that the illness was 

mental, in order to have awareness (Lewis, 1934 ). This definition has been criticized 

because it involves only a single dimension of awareness of having a mental illness 

without recognition of specific symptoms and consequences of the symptoms, and does 

not reflect the complexity of the concept (David & Kemp, 1997). 

The cultural and socially determined explanations for impaired awareness in.SZ 

have even less empirical support. This explanation locates awareness not within the 

individual but between individuals such as the patient and the healthcare provider, and 

between the afflicted individual and society. According to David and Kemp (1997), the 

social explanation can be taken to mean the extent to which individuals agree to conform 

to certain behaviors determined by the healthcare provider is an indication of awareness 
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of illness. The social explanation for awareness has implications for interactions between 

patients and health care providers in terms of expected roles and behaviors. 

The awareness between afflicted individual and society is a broader application of 

the cultural and socially determined etiology of awareness. The individual's acceptance 

of cultural norms and prevalent beliefs about the nature of illness and the manifestation of 

illness, especially mental illness "is an indication of awareness. An individual's responses 

to authority, whether medical, scientific, or legal, are offered as support for this 

explanation (Johnson & Orrell, 1995). The discussion about the stigma of mental illness 

also has been offered as support for thi·s etiology of awareness (Torrey, 1997). The 

cultural explanation appears to overlap with the motivational and psychodynamic 

explanations previously presented in that the afflicted individual protects or defends 

against awareness of illness to protect self-esteem and to maintain optimism about 

functioning in society. Investigations about health belief models, learning, and social 

development have not focused on awareness in psychotic disorders and may _be an 

important gap in the investigation of awareness. 

The deficit theories of awareness assume that motivation is irrelevant, individuals 

with SZ are unable to recognize their illness as a result of cognitive deficits (Lysaker & 

Bell, 1994 ). The deficit explanations draw a parallel between impaired awareness in 

psychotic patients and deficits in those with demonstrable brain lesions (Amador et al., 

1991; Cuesta & Peralta, 1994 ). Support for these theories is based on a comparison of the 

clinical presentation of patients with anosognosia and patients with SZ (Amador & 

Gorman, 1998; Amador et al., 1991). One model suggests that impaired awareness is a 

result of prefrontal lobe dysfunction, exhibited as difficulties in problem-solving or 

L 
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integrating information (McGlynn & Schacter, 1989). Lesions in the frontal lobe or right 

hemisphere have been associated with selective awareness, in which there may be 

awareness of some aspects of illness symptoms but not of others. 

Empirical support for deficit theories has ~een inconsistent, however. Some 

studies have found relations between imp~red awareness and cognitive deficits (Amador, 

Strauss, et al., 1993; Cuesta & Peralta, 1994; Lysaker, Bell, Milstein, Bryson, & Beam

Goulet, 1994; McEvoy et al., 1996), while other studies have indicated no significant 

association (Almeida, Howard, Levy & David, 1996; Amador.& Gorman, 1998; Cuesta, 

Peralta, Caro, de Leon, 1995; Cutting, 1990; Sanz, Constable, Lopez-Thor, Kemp & 

David, 1998). There also has been difficulty replicating studies by the same investigators 

(Cuesta & Peralta, 1994; Cuesta et al., 1995). One study demonstrated a curvilinear 

relationship between impaired awareness and cognitive deficits which may account for 

the lack of replication (Startup, 1996). Other explanations for the conflicting findings 

include poor research, non-representative samples, and poor measures of prefrontal lobe 

and right hemisphere function (Cuesta & Peralta, 1994; McEvoy et al., 1996; Startup, 

1996). 

Clinical theories view impaired awareness as a primary symptom of SZ that is 

intimately linked with delusions and hallucinations (Collins, Remington, Coulter, & 

Birkett, 1997). The strongest evidence for this view is the association of awareness with 

clinical symptoms of SZ. Positive symptoms (Amador et al., 1994; David, Buchanan, 

Reed, & Almeida, 1992; Kemp & Lambert, 1995; Markova & Berrios, 1992; 

Michalakeas et al., 1994; Takai, Uematsu, Ueki, Sone, & Kaiya, 1992; Young, Davila, & 

Scher, 1993), negative sympto~s (Amador et al., 1994; Kemp & Lambert, 1995), and 
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mood (Bartko et al., 1988; David, 1990; Henrichs et al., 1985; Kemp & Lambert, 1995; 

Michalakeas et al., 1994 ), have all been related to awareness.· If the studies that have 

investigated cognitive deficits are included,. the clinical explanation has the strc;mgest 

empirical support of all theories of the etiology of awareness. The clinical view also has 

implications for compliance, professional understanding and involvement, and expected 

treatment outcome. 

Studies have reported relations between awareness and specific psychotic 

symptoms including: conceptual disorganization, suspiciousness, poor rapport, 

stereotypical thinking, active social avoidance, and depression (Amador & Gorman, 

1998; Smith et al., 1998). Awareness has not been associated with global cognitive 

deficits, epidemiological variables, or neurological signs (Amador & Gorman, 1998; 

Amador et al., 1993; Cuesta & Peralta, 1994; Cuesta et al., 1995). Although studies have 

identified variables correlated with awareness for inpatients (Cuesta & Peralta, 1994; 

David et al., 1995; Lysaker et al., 1994; McEvoy, Apperson, et al., 1989), there have been 

fewer studies that investigated correlates for outpatients (Dickerson, Boronow, Ringel, & 

Parente, 1997; Lysaker et al., 1994). This gap in the literature may have implications for 

medication compliance and the course of treatment. 

Studies Related to Awareness and Treatment Outcome in Schizophrenia 

Although some studies have failed to find a relation between awareness and 

treatment outcome (Eskey, 1958; Van Putten, Crumpton, & Yale, 1976; Wing, Monck, 

Brown, & Carstairs, 1964 ), most studies indicate that awareness_ is related to clinical 

outcome in terms of symptom improvement and compliance with treatment as evidenced 



by kept appointments and medication compliance (Bartko et al., 1988; Lin et al., 1979; 

Lysaker et al., 1994; McEvoy, Apperson, et al., 1989). 
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Bartko et al. (1988) contrast~d a group of 32 outpatients diagnosed with SZ who 

were compliant with medication with a non-compliant group (n = 26) and found that 

patients who were not compliant were significantly less aware of their illness symptoms 

and treatment responses than were C<?mpliant patients. Awareness and compliance were 

measured by patients' self-report, and by therapists' responses to specific questions about 

their patients' illness symptoms and taking medications as prescribed. Using similar 

methods, Lin et al. (1979) found that of the 69 patients with less awareness, only 12 

(17%) complied with their medication regimens, whereas 14 of the 31 (41 %) patients 

who were aware complied with their medication regimens. The patients and therapists 

were interviewed within six months of the patient's discharge from hospitalization due to 

acute psychotic symptoms. Those individuals with awareness also were more likely to 

keep aftercare appointments for follow-up treatment after discharge than those patients 

with impaired awareness (Lin et al., 1979). 

In a study of 52 patients who were admitted for inpatient treatment of an acute 

exacerbation of psychotic symptoms because of failure to comply with medication 

regimen, McE'voy, Apperson, et al. (1989) reported that awareness remained essentially 

unchanged over the 4 week hospitalization. Awareness, clinical symptoms, and 

compliance were assessed on admission to the study, at day 14, and at discharge from the 

hospital, with no significant change reported for awareness, although there was 

significant improvement in psychotic symptoms. Awareness was measured by an 
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instrument developed by the authors, The Insight and Treatment Attitudes Questionnaire 

[ITAQ] (McEvoy, Apperson, et al., 1989) .. _ 

The investigators fodnd a moderate negative correlation between impaired 

awareness and compliance with medication regimen at the admission assessment r = -.35, 

p = .006, and at day 14 r = -.36, p = .005. Participants with higher awareness ratings 

were more compliant than those with lower awareness ratings. The relationship, however 

was not significant at the final 4 week assessment r = -0.16, p = 0.12. The investigators 

suggested that this was probably due to the reduced range of scores produced by the high 

rate of compliance at discharge and concluded that overall, greater awareness predicted 

better compliance in their sample. Further, 14% of the patients with poor awareness were 

compliant with medication regimens, even though they did not believe they were ill or 

needed medication. The authors suggested that socialization to expected behaviors· may 

have accounted for compliance. 

In follow-up, these patients were observed at 2 ½ to 3 ½ years after discharge 

from the index hospitalization (McEvoy et al., 1989). Of the original 52 participants, 46 

were available for this later study. Treatment outcome variables for each patient incl0:ded 

compliance with medication, re_-hospitalization, and perc.ent of time spent in the hospital. 

The relationship among the outcome variables and aftercare environment and awareness 

was investigated. The aftercare environment included living arrangements and outpatient 

programs. In regard to_ the outpatient program, the focus of the investigation was whether 

the program required that most of the effort for active treatment be initiated by the 

patient, or if there was someone who facilitated patient participation by supervising 

. medications and assuring that appointments were kept. 
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Data were collected at 30 days, and at 2 ½ and 3 ½years.The outcome variables 

of compliance, re-hospitalization, and percent of time in the hosp~tal were significantly 

correlated with compliance and awareness as in the previous study. Impaired awareness 

and aftercare environment were not significantly related r = -.14, p = .321. Additionally, 

participants with more awareness were significantly less likely to be readmitted over the 

course of follow-up F(2, 36) = 2.634,.p = .086. The authors, who had previously reported 

that 14% of inpatients took medication despite impaired awareness, concluded from this 

follow-up study that after discharge, individuals with SZ benefited from support by 

someone who supervised medications and facilitated keeping appointments whether or 

not the individual saw themselves as ill-(McEvoy, Freter, et al., 1989). 

Lysaker et al. (1994) in a study of 85 individuals diagnosed with SZ or 

schizoaffective disorder in a VA Medical Center Rehabilitation Program investigated 

awareness and compliance with a work rehabilitation program. Awareness was 

significantly related to fewer weeks of participation r = -.37, p < .05, as well as poorer 

social skills r = -.31, p < .05, and personal presentation r = .33, p <.05, on the job. An 

item on the Positive and Negative Syndrome Scale [PANNS] (Kay, Frizbein & Opler, 

1987) called Lack of Judgement and Insight was used to measure awareness. This 

measure of awareness is based on professional assessment and requires a trained rater. 

· The item did not significantly relate to the four scales of the P ANSS, but did significantly 

relate to other items of the scale including conceptual disorganization, suspiciousness, 

poor rapport, stereotyped thinking, and active social avoidance. Stepwise multiple 

regression with weeks worked, social skills, and personal presentations as the dependent 

varia~le was performed to investigate if awareness uniquely predicted compliance and 



performance. Using a correlation matrix to identify other significant P ANSS items, 

additional predictor variables or symptoms were investigated. 

Lack of spontaneity made the only significant contribution to the prediction of 

weeks worked sr2 = .39, F(2, 34) = 3.61, p = .003; stereotyped thinking made the only 

significant contribution to the prediction of social skills sr2 = .16, F(2, 34) = 3.61, p = 
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.04 ); stereotyped thinking, excitement, and difficulty in abstract thinking made significant 

contributions to the prediction of personal presentation sr2 = .25, sr2 = .10, sr2 = .11, 

respectively, (ps <.05), F(2,34) = 4.26, p = .002. Awareness did riot make a significant 

contribution to any of these equations. All participants expressed a desire to work, 

however those who were less aware had greater difficulty remaining in the rehabilitation 

program. The authors concluded that less awareness predisposed an individual with SZ or 

schizoaffective disorder to fail to comply to treatment plans regardless of whether the 

treatment is psychosocial or pharmacological. 

In a recently published study of data obtained during a trial of atypical 

antipsychotics, Carroll et al. (1999) examined the clinical and neuropsychological 

correlates of awareness, and the clinical correlates of change hi awareness in a group of 

individuals who were diagnosed-with SZ. A group of 115 individuals who had recently 

recovered from an acute episode of illness were divided into two groups and baseline 

clinical assessments were performed using an awareness instrument [ITAQ] (McEvoy, 

Apperson, et al., 1989), a positive and negative symptom scale [P ANSS] (Kay et al., 

1987) and a depression scale, the Montgomery Asberg Depression Rating Scale 

[MADRS] (Montgomery & Asberg, 1979). After random assignment, an educational 

offering designed to improve awareness was presented to the experimental group. 
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The mean age of the 69 men and 31 female patients who consented was 35.6 (SD 

10.9) years with a mean duration of illness of 9.2 (SD 8.8) years. Mean years of education 

was 11.7 (SD 2.7) years and there·was ho significant difference between the experimental 

group. (n = 53) and the control group (n = 47). The sample was mixed with both inpatient· 

and outpatient treatment patients and there was no difference between intervention group 

and control group in pharmacological treatment in terms of daily dos·e, oral or depot 

preparation, traditional or atypical drug. The awareness scores obtained ranged widely 

with no particular item dominating the baseline scores. 

Pearson product moment correlations were performed with age, illness duration, 

positive symptom, negative symptom, depression, and awareness variables. The 

following were significant: awareness and positive symptoms r = -.409, p < .0005, 

awareness and negative symptoms r = -.201, p = .05, and awareness and depression r = 

.234,p = .05. Positive symptoms were significantly correlated with negative symptoms 

r = .24 7, p = .05. Age was sigi;ri.ficantly correlated with illness duration r = .669, p < 

.0005. Awareness change scores from baseline to second assessment were significantly 

correlated with only the depressi_ve symptoms r = .239, p = 0.05 indicating that as 

awareness improved, depression increased. . 

Backward stepwise multiple regression analysis was performed with awareness as 

the outcome variable and age, gender, illness duration, depression scores, positive 

. symptom scores, and negative symptom scores as predictor variables. Approximately 

· 22% of the variance in awareness was explained by these variables (adjusted R2 = .22, 

R = .49, F = 14.78, p = < .001). In the final equation, only the positive scores (B = -0.61, 



SE B = 0.13, B = Q.43, p < .001) and depressive symptoms (B = 0.18, SE B = 0.06, B = 

0.26., n = 0.05) made significant contributions. 
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Neuropsychological data did not significantly predict awareness (R = 0.22, F = 

3.05,p = .09). The changes in baseline scores were analyzed with backward stepwise 

multiple regression with the change in ,awareness scores, positive s~ptoms, negative 

symptoms, and depression scores as predictors. The analysis revealed a small but 

significant proportion of the variance was explained by the group of variables ( adjusted 

R2 = .07, R = 0.33, F = 3.10, p = .03) but only depressive scores contributed significantly 

to the final equation (B = 0.10, SE B = 9.94, B= 0.94, p = .03). 

The authors concluded that at baseline, impaired awareness was related positively 

to positive symptoms and negatively to depressive mood. Improvement in awareness over 

the study was significantly related to worsening mood, but not to improvement in positive 

symptoms. There was no relation between awareness and IQ, ot between awareness and 

the results on a behavioral memory test. The authors interpreted the worsening mood as a 

result of patients' damaged self-esteem when impaired awareness was confronted by the 

education intervention. They suggested that educational packages designed to improve 

awareness and compliance need to take into account the finding that mood may be 

adversely affected when addressing impaired awareness (Carroll et al., 1999). 

David et al. (1995) co:ndu_cted a four-year longitudinal study of correlates of 

awareness in a sample with recent onset psychosis. Awareness was measured with the 

Present State Examination [PSE] (Wing, Cooper, & Sartorius, 1974) and depressive 

symptoms were measured by the Hamilton Depression Scale for Depression [Ham-DJ 

.(Hamilton, 1960). An interview was conducted concerning whether hospital, medication, 
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and day care treatment was helpful, and a battery of neuropsychological tests was 

administered. The neuropsychological tests included the Lager scale (lager, Kirch & 

Wyatt, 1985), orientation, serial 7's, and memory, the Trail Making test, both A and B 

versions, a timed test of motor sequencing and set maintenance/shifting sensitive to 

frontal lobe dysfunction (Reitan, 1958), and a test for agraphaesthesia using four trials for 

each hand which depends on contralateral parietal lobe function. 

The participants of this study, unlike others, included a variety of diagnoses and 

ethnicity. The following distribution of diagnoses was reported for.the 150 individuals: 

SZ (46%), affective psychosis (25.3%),.schizophreniform disorder, delusional disorder or 

atypical psychosis (20.7% ), and schizoaffective disorder (8% ). The majority of the 

participants were European, however there were also Afro-Caribbean and other African 

and Asian groups represented. Awareness significantly correlated with upper 

socioeconomic family status, a neurological test for linear association, and left

handedness. Awareness also significantly correlated with verbal IQ, but there was no 

linear trend in the baseline assessment and. subsequent ass~ssment~ F(3, 130) = 2, 15, p = 

.09. A diagnosis of SZ was not significantly correlated with awareness (Dayid et al., 

1995). 

Cuesta et al. (1995) investigated awareness and cognitive symptoms among 

individuals diagnosed with SZ (n = 35), schizoaffective, (n = 10), and bipolar disorder, 

manic type with incongruent psychotic symptoms (n = 7). In this study awareness was 

not related to demographic variables including gender, age, and education; duration of 

illness, global assessment of function, medication dosage, or diagnostic group. The 

Wisconsin Card Sort test was of primary interest in this study, however all correlations 
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were lower than 0.10 and not significant. Therefore the variance of awareness explained 

by either test was no higher than 1 %, with a non-significant absolute value (-0.20 to 

0.35). The results were not significant for the subgroup diagnosed with SZ with the 

highest absolute value of -0.21, (p = .12, n = 33) without Bonferroni correction. This 

study had design and methodology weaknesses that the authors acknowledged including 
. . 

not using an instrument specific for measuring awareness, an instrument that does not 

specifically measure frontal lobe function, and small sample size. 

Dickerson et al. ( 1997) investigated awareness among outpatients diagnosed with 

SZ. The study used the PANSS (Kay et al., 1987) instrument, a battery of 

neuropsychological tests, and the Social Functioning Scale to investigate the incidence, 

correlates, and especially the need for professional residential supervision. With a sample 

size of 87, 49.5% of the participants were found to have at least moderate impaired 

awareness, whereas 25% had severe impaired awareness. A multiple regression analysis 

revealed that 40% of the variance in awareness was explained by ratings of severity of 

delusions, difficulty with abstract thinking, lack of social activities, and absence of 

anxiety. Participants who were in professionally supervised living situations had greater 

lack of awareness when compared to the non-supervised group. This study revealed the 

presence of impaired awareness in community-based care. The authors suggested the 

study results have implications for patients who have impaired awareness and use of 

limited services such as residential supervision because although the most impaired in 

terms of awareness were least affected by anxiety. The authors suggested that residential 

services should be more aggressive in supervision of medication compliance. 



~Smith et al. (1998) investigated associations between awareness and symptom 

domains in a sample of individuals~ diagnosed with SZ and schizoaffective disorder. 

Thirty-three individuals were recruited because of recent exacerbation of psychotic 
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·symptoms. Various instruments for measuring all symptom domains and both current and 

past awareness were completed for an initial assessment within two weeks of enrollment. 

The instruments were re-administered at various intervals of outpatient treatment with an 

average interval of 86. 7 days for outpatients and 20.4 days for inpatients. Interpretation of 

results required careful c~nsideration because the instrument measured unawareness and 

therefore negative correlations represented awareness. 

Correlation between current and past awareness~ and symptom ratings were 

calculated and variables with significant correlations w,ere used as predictors of initial 

awareness ratings in stepwise linear regressions. Symptoms that changed significantly 

over time were used to create mixed effects models for both current and past awareness. 

In these models, the authors defined the symptom variables as random effects, and time 

and inpatient versus outpatient variables were treated as fixed effects. The overall results 

of this investigation suggest modest associations among depression and current 

awareness, attribution of symptoms to a mental illness and disorganized symptoms in the 

study sample. The study results also revealed that awareness improved as patients 

became more depressed and as disorganized symptoms diminished. The specific results 

are reported below. 

The correlations between current awareness and depressive symptoms were 

significant at the initial assessment r = - .58, p < .001, and at follow-up assessment 

r = -.40, :Q = 0.05, so that the more aware the patients were, the more depressed their 
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mood both at initial assessment and at follow-up assessment. Only at follow-up, however 

was there a positive relation between impaired awareness and disvrganized or cognitive 

deficit symptoms r = .39, Ji-= .005, indicating that the more impaired awareness, the more 

disorganized or cogniti¥e deficit symptoms were observed. Awaren~ss of past symptoms 

at initial assessment was significantly correlated with anxiety r = - .45, p = .05, but at 

follow-up the correlation was not significant r = - .27, p > .05, so that the patient was 

anxious at initial assessment if aware of past symptoms but the relation was not 

significant at follow-up assessment. Past awareness and depressive symptoms at.initial 

assessment was significant r = - .53, p < .001, buithe correlation at follow-up was not 

significant r = - .19, p > .05, so that the patient was depressed at initial assessment if 

more aware of past symptoms, but at follow-up the patient's awareness of past depresse~ 

symptoms was no longer significantly related to depressed symptoms. 

Incorrect attribution of current mental illness at initial assessment and depression 

was significantly correlated r = _- .49, p = .05, but at follow-up the relation was not 

significant r = -.23, p = .05, so that patients who were depressed had a tendency to 

incorrectly attribute their symptoms to other than a mental illness. Incorrect attribution of 

current mental illness and disorganized symptoms were significantly correlated with at 

follow-up (r = 0.44, p = 0.05) but not at the initial assessment, so that patients who had 

disorganized symptoms had a tendency to incorrectly attribute them to other than their 

mental illness at follow-up although they initially acknowledged having a mental illness. 

Patients also who were aware of past mental illness symptoms· did not make errors in 

attribution to mental illness either at initial or follow-up assessments. 
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The regression analysis revealed that depression accounted for 28% of the 

variance in current awareness, while the model including depression, diso~ganized and 

positive symptoms accounted for 55% of the variance in past awareness. Depression 

accounted for 31 % of the variance in current incorrect attribution, whereas the model for 

incorrect attribution of past symptoms was not significant. 

The authors summarized a comparison of initial and follow-up data for inpatients, 

and reported that illness symptoms diminished over time and awareness improved over 

time. Outpatients showed little fluctuation over time in either symptom awareness or 

correct attribution, with the only significant change being an increase in depression 

scores from initial to follow-up assessment. Four mixed effects regression models were 

created, with awareness ratings as the dependent variables and disorganized symptoms, 

depression, time and inpatient versus outpatient status as predictors. All models were 

significant, with changes in current awareness associated with changes in depression and 

changes in past awareness predicted by both depression and disorganized symptoms. 

Current incorrect attribution was associated with depression, with disorganized symptoms 

approaching significance, and changes in past incorrect attribution associated only with 

inpatient versus outpatient status. 

Amador et al. (1993) investigated the incidence of awareness in a group of in

patients. The authors had developed an awareness instrument which measured impaired 

awareness or unawareness, and conducted this study to examine evidence of reliability 

and validity of the instrument. Study participants were diagnosed with SZ or_ 

schizoaffective disorder. Awareness was correlated with ratings of psychopathology, 

course of illness, and compliance with treatment. Psychopathology items which 
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significantly correlated with impaired awareness included positive symptom overall score 

r = .45, p < .05, and the overall depression symptom score on the Hamilton Depression 

Scale r = .42, p < .05. Treatment course variables such as numbers of relapse and 

hospitaliz~tion, were significantly correlated with correct attribution for current illness 

r = .36, p < .05, awareness of current mental disorder r = .36, p < .05, awareness of 

current r = .2, p < .01, and past social consequences of mental disorder r = .3 7, p < .05, 

and past awareness of mental disorder r = .41, p < .05. 

Past ·and current awareness significantly correlated with previous hospitalizations 

r = .28, and .30, respectively, ps < .05, indicating that patients with more hospitalizations, 

had a tendency to be less aware both currently and in the past. The only demographic 

variable which significantly correlated with awareness was age at psychiatric evaluation 

r = .38, p < .05, which indicated that younger patients had less awareness. As predicted 

by the authors, compliance ratings were#lloderately significantly correlated with current 

r = .31-, p < .10, and past r = .37, p < .05, awareness of mental illness, and with the effects 

of medication r = .31, p < .10, indicating that patients who were more aware of current 

and past illness symptoms and medication effects had a tendency to be more compliant. 

Measurement of Awareness 

Just as there is some controversy concerning the definition and etiology of 

awareness, the measurement of awareness has been inconsistent in research studies. In 

recent studies by David et al. (1995), Dickerson et al. (1997), and Lysaker et al. (1994) 

investigators used one item from instruments specifically developed to measure 

presenting symptoms of SZ such as the P ANSS (Kay et al., i 987) the Present State 

Examination [PSE] (Wing, et al., 1974), the Brief Psychiatric Rating Scale [BPRS] 



(Overall & Gorham, 1962), the Scale for Assessment of Positive Symptoms [SAPS] 

(Andreasen, 1984a), and the Scale for Assessment of Negative Symptoms [SANS] 

(Andreasen, 1984b) to measure the construct of insight or awareness in SZ. The use of 

these specific ite~s is consistent with the clinical explanations of awareness because 

instruments specifically designed to measure symptom domains of SZ rate awareness. 

These measures are to be used by someone with training and clinical expertise working 

with individuals diagnosed with SZ. These· measures have been criticized as not being 

able to adequately measure the complexity of awareness as it exists among individuals 

with SZ and some measure impaired awareness or lack of insight versus the presence or 

level of awareness or insight. 
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The specific awareness item from the PANSS (Kay et al., 1987) provides a rating 

of the individual's awareness of psychiatric symptoms, need for treatment, and the 

consequences of symptoms. The item is rated by the health care professional on a 1 to 7-

point Likert scale with higher numbers indicating less or impaired awareness. The 

descriptors of the ratings are: 1 = good to excellent awareness, 2 = indicates minor or 

non-clinically significant impairment of awareness, 3 = individual is aware of the illness 

but underestimates the seriousness of some aspects, 4 = a fluctuating awareness of 

present illness, 5 = an acknowledgement of past symptoms but a denial of present ones, 6 

= a continual denial of past and present disturbances, and 7 = a continual denial of past 

and present disturbances that causes interruption of relationships with family and 

residential care givers or primary therapist. The items from the other instruments are 

rated on scales of severity by the rater and are named. insight, lack of insight, impaired 



awareness, or impaired insight. The other measures were developed to measure 

awareness exclusively rather than as part of general instruments. 
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The Insight and Treatment Attitudes Questionnaire [ITAQ] (McEvoy, Apperson, 

et al., 1989) inclu~es an 11-item questionnaire that assesses individuals' attitudes about 

whether they have a· mental illness and if they need treatment. The greater number of 

positive answers, the more insightful or aware. Questions on the IT AQ are specific to 

reasons for hospitalization and include such items as "At the time of admission to this 

hospital, did you have mental (nerve, worry) problems that were different from most 

other people's? Explain."· "After you are discharged, will you need to take medications 

for mental problems? Explain", "Will you take the medications? Explain." (McEvoy, 

Apperson, et al., 1989, p 47). The ITAQ has been found to be predictive of several 

measures of clinical outcome and compliance (McEvoy, Apperson, et_ al., 1989; McEvoy, 

Freter, et al., 1989; McEvoy, Freter, Merritt, & Apperson, 1993). Some have critiqued the 

IT AQ as too simple a conceptualization of insight and also that the instrument was not 

applicable for outpatient use (Amador & Strauss, 1993). 

Developing the Scale to assess Unawareness of Mental Disorder (SUMO), 

Amador et al. (1991) presented awareness as a complex and multidimensional construct 

with two main components: (a) awareness of illness and (b) attribution regarding illness 

symptoms. The authors define impaired awareness or unawareness o~ illness as failure to 

acknowledge the presence of a specific deficit or sign of illness when confronted with it 

by a professional. Incorrect attribution is defined as the expressed belief that the specific 

deficits, signs, or consequences of illness, which are present, are unrelated to mental 

dysfunction. Thus awareness must include awareness of illness signs, symptoms, and/or 
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consequences of mental illness. The SUMO distinguishes between current and 

retrospective awareness of: (a) having_ a mental disorder (b) the need for treatment, (c) the 

consequences of mental illness, and ( d) the specific signs and symptoms of SZ. It offers 

an opportunity to measure not only awareness of illness symptoms, but also attributions 

concerning psychotic symptoms, such as whether auditory hallucinatioi:is are attributed to 

spirits, tiredness, or mental illness and as such is more comprehensive than other 

measures of awareness (Amador et al., 1991; David, 1990; David & Kemp, 1997). The 

SUMO measures discrete and global aspects of awareness across a variety of 16 

symptoms of illness. Convergent and criterion validity has been reported (Amador et al., 

1993). 

Examples of items on the SUMO include a rating for awareness of mental 

disorder which instructs that in the most general terms, does the subject believe that 

he/she has a mental disorder, psychiatric problem or emotional difficulty? The rater 

chooses for both current awareness and past awareness a rating of aware: patient clearly 

believes that he/she has a mental disorder, or somewhat: is unsure whether he/she has a 

mental disorder but can entertain the 1.dea that he/she might, or unaware: believes he/she 

does not have a mental disorder. Additional questions inquire about medication effects, 

social consequences of mental disorder and ~en about specific illness symptoms are 

asked and rated as a measure of discrete and global awareness. Reliability and validity 

have been reported (Amador et al., 1993). The SUMO has two types of scoring, a Likert

type scale where the greater the number, the greater the impairment of awareness, or 

unawarenes~, and then a second section in which the patient reports current or past 



symptoms and then the attribution is scored with the greater number being incorrect 

attribution of the symptom to other than a mental illness. 

Overview of Medication Compliance 

37 

As previously noted, there is some controversy concerning the use of the terms 

compliance and adherence. According to Buchmann (1997), compliance is a willingness 

to follow or consent to th~ wishes of another person, whereas adherence is the action of 

sticking to, supporting or following a person or idea. Buchmann (1997) treated these 

terms interchangeably based on the assumption that human acti~n/behavior (compliance) 

is linked to human cognition/thought (adherence). Compliance is defined as "the extent to 

which a person's behavior coincides with medical or health advice" (Haynes, 1979, p. 2) 

and has come to generally refer to the ratio betw~en treatment behavior and treatment 

standards (Gaebel, 1997). 

The terms adherence and compliance have been used interchangeably in the 

literature in reference to individuals diagnosed with SZ. Primarily compliance has been 

labeled a problematic and value-laden term by some scholars who advocate the use of 

adherence. However, inconsistency in definitions and operationalization of both terms 

have made comp~sons of research results as well as application into practice difficult. It 

has been suggested that the choice of the term tends to influence the type of intervention 

chosen by professionals (Marland & Sharkey, 1999). · 

Descriptions of compliance have referred to medications and/or appointments and 

have been described as active or intentional and passive or unintentional (MacPherson, 

Jerome, & Hughes, 1996). In a review of literature on interventions to promote 

compliance, three forms of interventions have been described as imposed compliance 
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which is the use of depot of injectable medication, chosen compliance which involves 

patient and family education, and active compliance which is the development of an 

interactive relationship between nurse an~ patient (Marland, 1999). The goal of the active 

I 

compliance intervention is to individualize interventions that result from an active 

collaboration between patient and nurse (Marland, 1999). 

Marder (1998) noted that failure to comply with medication regimens includes 

various subtypes such as refusal of treatment, discontinuation of treatment, and irregular 

or capricious treatment. Compliance is rarely an all-or-nothing phenomenon because 

there may be errors of omission, mistakes in dosage and timing, and in taking 

medications that are not prescribed (Blackwell, 1992). Consequently, there may be too 

little, or too much medication (Biglow, 1999). 

High rates of failure to comply with medication regimens have been reported for 

disorders such as arthritis (Berg, Dischler, Wagner, Raia, & Palmer-Shevlin, 1993), 

seizure disorders (Shope, 1988), diabetes (Friedman, 1988), and hypertension (Braker, 

Kirscht, & Becker, 1984) as well as most psychiatric illnesses (Hogarty, 1993; Weiden, 

1995). Approximately one-third of all patients are compliant with medication, another 

third are partially compliant with medication, and the remaining one-third do not comply 

with medication regimens (Fleischhacker, Meise, Gunther, & Kurz, 1994). 

In a monograph on medication compliance prepared by representatives of the 

National Pharmaceutical Council, it was projected that until the health care sector 

prepares patients for their role in the drug-use process, about 50% of all patients will take 

their medication incorrectly (Berg et al., ~993). The Scherirtg Report suggests that 

compliance with medication has not improved significantly between 1987 and 1992 



(Schering Laboratories, 1992), however since atypical antipsychotic medications have 

become first-line treatment for SZ, compliance may improve. Longitudinal data are not 

available for the same time frame as traditional antipsychotic medications. Taking 

medication as prescribed is an issue for all patients and the health care providers who 

treat them. 

Medication compliance is lowest when the condition is prolonged, treatment is 

prophylactic or suppressive, and the consequences of stopping treatment are delayed 

(Fenton, et al., 1997). In disorders that share these characteristics, compliance to 

medication regimens declines over time (Blackwell, 1992). The mean rate for failure to 

. comply with medication regimens as prescribed is 54% for long-term illnesses requiring 

maintenance medication regimens such as rheumatic fever prophylaxis, glaucoma, 

isoniazid for tuberculosis, and self-administered insulin (Sackett, 1976). SZ also meets 

the criteria for long-term illnesses requiring maintenance medication in which 

compliance declines over time. 
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Many studies show that compliance is erratic for all illnesses (Adams & Howe, 

1993; Blackwell, 1996; Cramer, Scheyer, & Mattson, 1990). Inadvertent compliance or 

compliance that is lacking involvement by the patient however, is associated with severe 

psychopathology (Fenton et al., 1997). In a review of literature on medication compliance 

from 1975 through 1996, the mean rate of compliance was compared for patients 

receiving antipsychotic medications, antidepressant medications, and physical illnesses. 

The average rate of compliance for the mental or psychiatric illnesses was 58% with a 

range from 24 to 90% for antipsychotic medications, and 65% with a range of 40 to 90% 

for antidepressant medications. In comparison, the mean compliance rate was 76% with a 
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range of 60 to 92% for physical illnesses. Therefore, while failure to comply with 

medication regimens is not unique to mental ·disorders, it is most serious in SZ because a 

defining feature of the illness, impaired awareness, is a major cause of failure to comply 

with medication regimens (Torrey, 1997). 

Medication Compliance and Schizophrenia 

}There is evidence that failure to comply with medication regimens among 

individuals diagnosed with SZ is higher than with most psychiatric illnesses (Cramer & 

Rosenheck, 1998; Razali & Yahya, 1997f The incidence offailure to comply with 

medication regimens increases over time in SZ (Crow et al., 1986; Kane et al., 1982). 

After treatment of an acute episode, rates for medication compliance among individuals 

diagnosed with SZ was 50% after the first year and 74% after the second year following 

hospital discharge (Weiden et al., 1994). Relapse rates are approximately 85% within five 

years of a remission (Shepherd, Watt, Falloon, & Sm~eton, 1989). Indeed relapse rates 

for SZ are three times higher than expected due to a failure to improve compliance with 

adequate relapse prevention (Kissling, 1994). According to Torrey (1997), the difference 

in actual effectiveness of treatment with antipsychotic medications in the controlled 

environment of clinical trials and non-research treatment settings is due to the persistently 

high rate of patients who fail to comply with medication regimens over time. Therefore 

interpretation of clinical trials_ and response to treatment in practice settings are suspect 

due to the high incidence of failure to comply with research protocols and prescribed 

regimens of antipsychotic medications. 

It has been suggested that a comprehensive understanding of patient, illness, 

treatment, and environmental factors are needed to manage compliance (Kane, 1986). A 
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comprehensive management plan should include specific interventions to address each of 

the various factors associated with medication compliance. Literature suggests that the 

issue of medication compliance is a multidimensional phenomenon that rests not only 

with the patient, the illness, and treatment response, but also with the interactions of the 

patient with caregivers and the environment (Fenton, et al., 1997). Thus medication 

compliance especially for those afflicted with SZ has been expanded to include the 

patient's attitude and intent to comply with the medication regimen in addition to the 

actual medication-taking behavior (David & Kemp, 1997). 

With the addition of attitude and intent to behavior, the term medication 

compliance has been considered problematic and value-laden by some scholars and 

clii_ricians. More neutral terms have been suggested for use in research such as drug

taking behavior, or medication consumption (Trostle, 1988). Regardless of the term, for 

those with SZ, both attitude and behavior must be considered because the extent to which 

a patient's behavior coincides with the prescribed regimen may be equally important for 

Imig-term treatment outcome as the patients' reasons for omissions, discontinuations or 

irregular or capricious use of medication (Marland, 1998). 

~The research to identify factors associate4 with compliance in psychiatric patients 

have included the investigation of staff expectations and characteristics, patient and 

illness characteristics, family response to patient symptoms, patient age, rigors of the 

treatment regimen, physician communication skills, and the experience of the patient as 
j 

an active participant in th~ treatment progresses (Awad & Hogan, 1994; Bemst~in 1989; 

Francell, 1994; Gantt, Golstein, & Pinsky, 1989; Gerber & Nehemkis, 1986; Leverich, 

Post, & Rosoff, 1990; Marder, 1998). These studies over time have yielded a relatively 
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consistent set of correlates of compliance in SZ.f.In an extensive review of empirical and 

clinical reports of determinants of medication compliance in SZ, including 26 studies 

prior to 1986 and 15 studies from 1986 to the present, Fenton et al. (1997) identified 

correlates or factors associated with medication compliance in SZ. 

The factors examined.in the reports reviewed were classified as patient-related 

factors, medication-related factors, environmental factors, and professional-patient 

relationship factors. These factors are similar to those suggested by Awad and Hogan 

(1994) and Francell (1994), which also included patient, illness, and environmental 

factors. Awad and Hogan (1994) included psychosocial adjustment and performance 

which suggests a relationship, and Francell (1994) included errors due to education, 

which implies learning through an interaction with a teacher. Fenton et al. (1997), 

however, specifically included the professional relationship, because medication 

compliance was facilitated by a positive professional relationship in three studies 

reviewed. The significant correlates for medication compliance are of interest in this 

study and the categories proposed by Fenton et al. (1997) are used to discuss the factors 

associated with medication compliance in SZ. 

Patie~t-related factors in compliance with SZ. Patient-related factors include 

patient demographic variables; illness characteristics; health beliefs and participant well

being; and co-morbidity of substance use/abuse. Demographic variables such as age, 

gender, ethnicity, marital status, education level, family income, and living arrangements 

are not consistently associated with compliance in SZ (Bebbington, 1995; Fenton et al., 

1997). Of fifteen studies reviewed by Fenton et al. (1997) compliance is related to age, 



gender, marital status, and ethnicity. Compliance is lower among young, male, single, 

African-Caribbean and African-American ethnicity in the reviewed studies. 

43 

The illness characteristics in compliance with SZ. The illness characteristics 

include illness history, illness severity, subtype, and symptom domain, comorbidity with 

substance use/abuse,.and awareness. The studies reviewed by Fenton et al. (1997) failed 

to reveal a significant association among compliance and age at illness onset, duration of 

illness, age at first hospitalization, and premorbid functioning. There was an association 

between in-patient and out-patient refusal of medication and more severe symptom 

ratings in four studies reviewed. There is some controversy, however concerning which 

illness symptoms are associated with ~edication refusal, and the direction of the effects 

between ~ymptom severity and compliance. 

More severe psychopathology including disorganization, hostility, and 

suspiciousness were significantly associated with in-patient drug refusal. Paranoid 

suspiciousness, persecutory delusions, diagnostic subtype, grandiose delusions, and 

comorbidity with substance use/abuse were significantly negatively related to compliance. 

in SZ as well. Neither overall higher intelligence, discharge Mini-Mental State 

Examination [MMSE] (Folstein, M., Folstein, S., & McHugh, 1975), or Neurobehavioral 

Cognitive Status Examination [NCSE] (Northern California Neurobehavioral Group, 

1988) scores have been associated with compliance in individuals with SZ. Evidence 

concerning the association between compliance and health beliefs has been conflicting 

with one study reporting that perceived susceptibility to re-hospitalization was associated 

with better reported medication compliance, however two other studies found no relation 

between medication compliance and belief that medication would be helpful in 



preventing symptoms and hospitalization. The association between compliance and 

awareness has previously been reviewed with overall positive association reported. 
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Medication related factors in compliance with SZ. Medication-related factors 

include side effects, dosing strategies, and type of medication. Several studies reviewed 

by Fenton et al. (1997) report a relation between medication compliance and side effects. 

Most of these studies include self-reports of patients but they were relatively consistent 

with professional reports except among in-patient samples. The side effects most often 

reported to be associated with compliance include sedation, anticholinergic effects, 

cognitive blunting, depression, sexual dysfunction, and extrapyramidal syndromes such 

as dystonia, akinesia, pseudo-Parkinsonian effects, akathisia, and tardive dyskinesia. A 

dysphoric response to traditional antipsychotic medications also has been associated with 

compliance. All associations among side effects and compliance were negative. 

The relation between dosage and compliance is conflicting in that of the three 

studies reviewed, each study revealed a different result. One study reported greater 

compliance with higher medication dosage, one reported greater compliance with lower 

dosage and one study reported no difference in compliance. 

~ Fenton et al. ( 1997) included a review of 26 studies which reported a higher mean 

rate of compliance when medication is administered by injection rather than orally, 

however there also are studies that indicated there was no difference in compliance rate 

with depot (injectable) medication route or only a 10 % improvement of compliance rate 

with depot route. Complexity of regimen and compliance is reported as significant in one 

of four studies reviewed. 



45 

In a recent study of two atypical or novel antipsychotic medications compared to 

depot therapy within the first year afte~ hospital discharge, Love, Conley, Kelly, and 

Bartko (1998) reported the rate for failure to comply with medication as 17% with 

risperidone and 13% for clozapine compared ·to 26% for the traditional antipsychotic. 

medications, haloperidol and fluphenazine decanoates. Other studies suggest that due to 

the improved efficacy for positive and negative symptoms in SZ, reduced side effect 

profile, and enhanced cognitive function, the atypical antipsychotics may improve the 

rate of medication compliance over time (Gaebel, 1997). Significantly more patients 

p = .034, remained on therapy over a year than patients on haloperidol, and more patients 

(53%) taking haloperidol prematurely discontinued study participation than patients 

(34%) taking the atypical antipsychotic olanzapine (Tollefson et al., 1996) . 

. Environmental factors in compliance with SZ. The environmental factors include 

support and supervision as well as practical barriers such as financial burden and 

transportation. When the patient is homeless or lives in a high emotional or stressful 

environment, or has financial or transportation problems, there is a negative relation to 

medication compliance (Fenton et al., 1997). One study reviewed did indicate no 

significant association with stability of living arrangement an~ medication compliance. 

Clinician-related factors in compliance with SZ. The clinician-related factors 

include the professional relationship and staff attitudes. Studies indicate that among 

discharged individuals with SZ in outpatient treatment, the singl~ most important 

correlation with medication compliance was the patient's perceptions of the physician's 

interest in the patient as a person (Fenton et al., 1997). Inpatients who consent~d to 

antipsychotic medication were those patients who rated themselves as more satisfied with 



staff and physician relationships. Frank and Gunderson (1990) determined that 74% of 

patients with fair or poor therapeutic alliances with professionals failed to comply with 

medication regimens over a 1 ½ year study, while only 26% of patients with a good 

therapeutic alliance with professionals six months after discharge failed to comply with 

medication regimens. 

Management of Compliance 
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Psychosocial treatments for SZ often include promotion of medication as an 

implicit and explicit goal. Francell ( 1994} postulated that compliance problems can be 

classified into three overlapping categories: (a) errors due to illness, (b) side effects, and 

( c) errors due to lack of education. According to Francell ( 1994) addressing these errors 

or barriers will improve compliance with medications. Attempts to manage or improve 

compliance have involved providing information and changing beliefs about illness, 

maximizing support, optimizing the quality of the therapist-patient relationship, and 

involving relatives in management which have resulted in improvement of compliance 

(Bebbington, 1995; Fenton et al., 1997). 

There have been investigations of effective interventions for management of 

compliance in SZ which have included individual psychotherapy, social skills training, 

case management, family psycho-education, and assertive community treatment 

programs (Lehman, Carpenter, Goldman, & Steinwachs, 1995). Additionally, a review by 

Fenton et al., (1997) of medication adherence in SZ revealed reinforcement, edQ.cation, 

skills training, and memory ~nhancement as successful interventions for the management 

of.medication compliance. A discussion of these interventions is beyond the scope of this 

paper, however, ongoing individual assessments, evaluations, and education and training 
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activities are part of effective medication management in SZ. This approach is best 

accomplished with an ongoing patient-professional relationship that allows sufficient 

time for patient and professional to know each other and maintain a collaborative 

therapeutic association or alliance to implement effective interventions over time (Fenton 

& McGlashan, 1995). It is apparent that compliance is a multi-determined clinical 

problem that requires an individualized approach to assess1:11ent and treatment that is best 

developed in the context of an ongoing therapeutic alliance between patient and 

professional (Fenton et al., 1997). 

Effective management of medications has been associated with quality of life in 

SZ. Quality of life encompasses "what a person is capable of doing (functional status), 

access to resources, and opportunities to use these abilities to pursue interests, and a sense 

of well-being" (Lehman, 1998, p. 222). Awad (1992) suggested a concept of quality of 

life on antipsychotics that was determined by SZ symptom domains, medication side 

effects, and social interactions. Additional research indicated that response of participant 

(also called involved compliance) to antipsychotic medications·, premorbid 

characteristics, and social interactions were related to compliance (Awad & Hogan, 

1994 ). Patients' participant responses as a participant in treatment and whether they feel 

"right" on their medication is significantly related to compliance with medication 

regimens (Biglow, 1999). 

Measurement of Medication Compliance 

Medication compliance has been measured in various ways and from both 

patients' and professionals or therapists' perspectives. In a review of literature for the 

years 1975 to 1996, Cramer and Rosenbeck (1998) identified four common methods used 
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to assess medication compliance: direct questioning of patients in interviews and with 

questionnaire followed by clinicians' judgements about the accuracy of the patient 

responses; counting of pills, tablets, capsules, or filled prescriptions; blood or urine drug 

assays and microelectronic monitoring. The least accurate is considered the self-report 

method (Cramer, 1991) and the most accurate the microelectronic method (Adams & 

Howe, 1993; Cramer & Mattson, 1991). 

Gaebel (1997) noted that non-remitting symptoms, relapse or recurring and 

fluctuating side effects may suggest invalid self-report data by individuals with SZ. The 

implication is therefore if a professional routinely assesses the patient's symptoms and 

side-effects, the judgement of whether or not the patient is compliant with the prescribed 

medication regimen may improve. Indeed recent guidelines for treatment of SZ support 

monitoring of symptom response and side-effect report as treatment standards (APA, 

1997; CPA, 1998). Gaebel (1997) proposes that medication compliance may also be a 

result of professional lack of knowledge or lack of following the treatment standards and 

practice guidelines. Therefore using the professional' s judgement as sole measure of the 

accuracy of the patient's self-report of medication· compliance presents problems 

depending on the professional's knowledge, understanding, and assessment skills. 

The pill/prescription counts are considered more accurate (Cramer & Rosenh_eck, 

1998; Gaebel, 1997), however the accuracy appears to diminish with level of compliance 

since patients who are not compliant may also fail to return medication containers for 

counting and/or simply not take the medication once the prescription is filled. The blood 

and urine assays are considered more accurate. If a patient intermittently takes 



medication and/or is carefully compliant just prior to testing the measurement is only 

accurate for recent compliance rather than compliance over time (Cramer, 1991). 
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The novel approach for assessing compliance involves a special bottle cap with a 

microprocessor to record the date and time of every bottle opening. The data are 

recorded and analyzed by a computer and can be viewed by the professional and patient 

as part of a relapse prevention or compliance education program. The system is expensive 

and generally only used in research and again can have problems if the patient looses the 

bottle or opens the bottle but does not take medication. Counting of remaining pills 

supplements the computer time and date data if the latter occurs. Since the time and date 

information is downloaded to a computer if lost only recent data would be lost rather than 

the entire monitoring period (Cramer & Mattson, 1991). 

There have been several instruments developed to measure compliance in SZ. 

They include self-report questionnaires, checklists, or semi-structured interviews 

designed to identify subjective response to side effects of medication, attitudes about 

medications, or self-reported facilitators and barriers to medication compliance. The 

instruments include: the Neuroleptic Dysphoria scale [ND] (Van Putten & May, 1978), 

the Self-rated Well-being on Neuroleptics [SWN] (Naber, 1995), the Drug Attitude 

Inventory [DAI] (Hogan, Awad, & Eastwood, 1983), and the Rating of Medication 

Influences [ROMI] (Weiden et al., 1994). All of the instruments appear to have 

acceptable reliability and validity in determining compliance versus noncompliance, 

however those rating subjective response to neuroleptic side effects may find that with 

the different atypical antipsychotic medication side effect profile, the scales may be less 

useful. There is also some concern that those instruments that measure attitudes, beliefs, 
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and values may also be less useful with individuals diagnosed with SZ who have 

impaired awareness of the social mores and consequences of their mental illness. 

Measurement of facilitators and barriers may be specific to an individual depending on 

other variables such as severity of illness symptoms, the influence of family caretakers or 

primary caregivers and the professional relationship or therapeutic alliance. 

Overview of the Therapeutic Alliance 

It is widely recognized that the success of any therapeutic endeavor depends on 

the participants establishing an open, trusting, collaborative relationship, or what has 

been called a one-on-one interpersonal relationship (Peplau, 1952), a therapeutic (Zetzel, 

1956), working (Morgan, Luborsky, Critis-Cristoph, Curtis, & Solomon, 1982), or 

helping (Luborsky, 197 6) alliance. The professional alliance has been conceptualized as 

the ability of the patient and therapist to work purposefully together (Greenson, 1967; 

Zetzel, 1956) in an evolving interpersonal relationship in which both patient and therapist 

develop problem-solving skills (Peplau, 1952). A therapeutic alliance is considered an 

essential ingredient for the successful use of treatment strat~gies and the experience of 

the therapeutic process (Bordin, 1979). Research concerning the therapeutic or working 

alliance over the last three decades has led to the conclusion that beneficial effects of 

psychiatric treatment ~ay lie in variables common to many forms of interventions 

(Frank, 1961, Strupp & Hadler, 1979). A therapeutic alliance may be the common 

variable in multiple treatment modalities such as group and individual psychotherapy, 

cognitive, behavioral, and psychopharmacological therapy. 

Despite agreement on the importance of the therapeutic alliance, there is 

controversy concerning its exact role, and which aspects of the therapeutic alliance 
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actually influence change and subsequent treatment outcome. Among the aspects of the 

therapeutic alliance that have been associated with improved treatment outcome, are a 

climate of support and structure (Hartley, 1985; Orlinsky & Howard, 1978), patients' 

positive perceptions of the therapists (Truax & Carkhuff, 1967), degree of patients' · 

contribution and therapists' contribution (Frieswyk et al., 1986; Hartley, 1985; Horowitz, 

Marmar, Weiss, &_Marziali, 1984; Marzali, 1984), and early formation of the therapeutic 

alliance (Gehrs, 1991; Hartley & Strupp, 1983; Luborsky, 1976; Marmar, Gaston, 

Gallager, & Thompson, 1989; Marmar, Weiss, & Gaston, 1989). 

Conversely, studies from both the psychological and nursing literature have 

shown that the failure of a patient and professional to form a therapeutic alliance is 

strongly associated with a patient's failure to comply with treatment regimens (Dockery 

& Fiester, 1985); premature termination of therapy (Fiester & Rudestam, 1975; Howard 

et al., 1970; Saltzman et al., 1976; Tracey 1977), and poor treatment outcomes 

(Alexander & Luborsky, 1986; Forchuk, 1992; Gomes-Schwartz, 1978; Horowitz et al., 

1984; Horvath & Greenberg, 1987, 1989; Marmar, Horowitz, Weiss, & Marziali, 1986; 

Marziali, 1984; Saltzman et al., 1976). 

Therapeutic Nurse-patient Relationships 

In nursing there is a long tradition of focus on the nurse-patient relationship. 

There have been three nursing frameworks concerning the nurse-patient relationship. 

They include those by Peplau (1952), Mellow (1966), and Orlando (1961). Peplau 

(1952), however was the first nurse to write in depth about the professional relationship 

between the patient and the nurse, and has had more far-reaching influence as a guide for 

practice, education, and research in nursing. Peplau focused on the nurse as well as the 
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patient by proposing that the kind of nurse each person becomes makes a difference in 

what each patient will learn (Forchuk, 1995). Her work can be contrasted with conceptual 

frameworks which focus primarily on the patient such as Orem (1985), Parse (1981), Roy 

(1970, 1984), and Neuman (1982), and common clinical and management strategies that 

include patient measures but few staff measures for evaluation of treatment outcomes. 

Peplau (1952) formed her theory based on her own practice experiences, 

observations of interactions between nursing students and patients, and the theories of 

Sullivan (1953) (interpersonal theory), Piaget (1952) (learning theory), developmental 

theory (Blake, 1980), and Freud (1911-13/1974) (psychodynamic theory) (Lego, 1980). 

Although Peplau never directly tested her theory, for nearly fifty years until her recent 

death in 1999, she continued to write and consult with those nurse scientists who 

investigated constructs associated with her theory. Constructs which were investigated 

include trustworthiness, empathy, resistance, anxiety, preconceptions, and therapeutic 

communication techniques (Ellis & Nowlis, 1977; Goldsborough, 1969; LaMonica, 1979, 

1981; Methven & Schlotfeldt, 1962). Although Peplau's (1952/1989/1992) work has 

influenced decades of clinical work and practice in nursing (Sills, 1977; Lego, 1980), 

there is very little evidence of it's empirical adequacy (Fawcett, 1993). Investigation of 

the nurse-patient relationship has primarily been offered via case studies and clinical 

descriptions (Lego, 1980; Ramos, 1992). 

Peplau defines the nurse-patient relationship as an interpersonal process of 

person-to-person interactions that have structure and content and also are situation

dependent (Peplau, 1994). Peplau has described the nurse-client relationship as evolving 

through four interlocking and overlapping phases in which the nurse and client assume 
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changing roles and have various goals as they pass through each phase (Peplau, 1952, 

1989, 1992). The relationship provides a context within which the nurse helps the patient 

to examine carefully interpersonal experiences, a technique which has been called the 

therapeutic use of self (Peplau, 1962, 1965). The patient develops or improves problem

solving skills through developing interpersonal competencies, which have either been lost 

or never learned. Within this theory, recognizing the progress of the nurse-client 

relationship by identifying the phase of the relationship is essential for the professional to 

plan appropriate interventions. The establishment and maintenance of a therapeutic 

relationship is the basis for psychiatric/mental health nursing practice, and the success of 

the relationship may contribute to treatment outcomes in the severe and persistent 

mentally ill (Forchuk & Brown, 1989; Frank & Gunderson, 1990). 

The phases of the nurse-patient relationship are: (1) the orientation phase, in 

which parameters of the relationship are established and initial trust develops, (2) the 

identification phase, which includes problem identification and requires that the nurse 

make full use of skills and the relationship to re-enact and examine prior relationships, 

(3) the exploitation phase, which involves use of all available professional services as the 

nurse assumes multiple roles as needed, and (4) the resolution phase, which involves 

termination of the relationship when the patient is restored to health and is able to assume 

productive, creative, constructive, personal and community living (Peplau, 1952, 1989, 

1992). 

In her theory, Peplau described the various goals and the assumed roles of the 

developing interpersonal relationship between the nurse and the patient. As the 

relationship develops, the nurse assumes roles such as stranger, resource person, teacher, 



54 

counselor, surrogate parent, or technical expert (Peplau, 1952, 1989, 1992). The patient 

also initially assumes the roles of stranger, and then roles which are similar to 

developmental phases such as infant, child, adolescent, and adult person. The behavior of 

the nurse as a professional has significant influence on the patient's well being and 

growth and development, as well as the quality and outcome of treatment (Peplau, 

1952,1989, 1992). 

Both the nurse and patient influence the evolving relationship as each has 

influence on the outcome of treatment rendered within the context of that dynamic 

relationship. Since each person brings unique experiences, beliefs, expectations, and 

patterns of relating to others into the relationship (Peplau, 1952, 1989, 1992), the nurse's 

contribution to the relationship becomes the medium of the art of nursing (Peplau, 1988), 

and the patient's contribution becomes the medium of the interventions for treatment 

outcome. Peplau' s theory provides a useful framework for investigating clinical 

phenomena and guiding nurse's actions (Reynolds, 1997). 

In addition, two non-~erapeutic phases of the nurse-patient relationship recently 

have been identified by the continuing testing of Peplau's theory by Forchuk et al. (1998, 

2000). Mutual withdrawal and grappling are the non-therapeutic phases added to 

Peplau's four therapeutic phases of the nurse-patient relationship (Forchuk et al.~ 1998, 

2000). These additional phases are based on interviews with 10 patient-nurse dyads over 

a two-year period using Leininger's (1985) method of qualitative analysis. Based on the 

interviews, non-therapeutic behaviors of the patient and nurse were identified that 

occurred before a therapeutic alliance was established, and added to the behaviors of the 

other phases. The othe~ modific~tion of Peplau's phases is the combination of the 



identification and exploitation phases as a working phase (Forchuk & Brown, 1989). 

Identification and monitoring the behaviors exhibited by both patient and nurse enables 

the nurse to determine the phase of the relationship for comparison across patient-nurse 

dyads (Forchuk, 1995):The importance of anxiety in the formation of the relationship 

proposed by Peplau has not been replicated (Forchuk, 1994). 
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While little research has been done to test Peplau's theory, several instruments 

designed to measure aspects of the nurse-patient relationship have been developed. 

Among these are measurements of verbal responses selected by nurses when confronted 

with emotion-laden situations (Mathews, 1962), psychological aspects of the nurse

patient relationship (Methven & Schlotfeldt, 1962), and assessment of empathy skills 

(Clay, 1984; Layton, 1979). The Interpersonal Relationship Form [IRF] (Forchuk & 

Brown, 1989), used extensively in outpatient psychiatric settjngs in Canada to measure 

the four phases of the relationship formation over time, was developed directly from the 

descriptions of Peplau' s (1952) phases of the interpersonal nurse-patient relationship and 

interactive roles. The four phases of the relationship have been confirmed and the second 

and third phase of the relationship have been combined as a working phase with 

exploitation and identification as sub-phases (Forchuk & Brown, 1989). 

In an effort to clinically validate the personal bonding process of the nurse-patient 

relationship, Ramos ( 1992) conducted an evaluation of 67 critical incidents rated by 15 

nurses as their dos.est professional relationships. At the time of the study, the nurses had 

from 3.5 to 26 years experience (M = 14.6, SD= 6.9), with a mean age of 37.4·(SD= 

6.12) years, and represented seven clinical positions, five levels of educational 

preparation, and five different clinical settings that included intensiv~ care and cardiac 
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care units, a rehabilitation clinic, in-service education, and administration. The incidents 

were described and categorized yielding a typology of nurse-patient relationships with 

three qualitatively different levels of involvement and two levels of impasse. The most 

· intense levels of alliance were perceived to be the most beneficial by the nurses, and were 

characterized by mutuality and reciprocity. All nurses in the sample did not achieve the 

most intense levels. The nurses in this study reported that their relationships with patients 

were absolutely central to their professional satisfaction and health. The author concluded 

that the potency of the nurse-patient relationship in influencing the course of a career is 

underestimated (Ramos, 1992). The contribution of the therapeutic alliance to treatment 

outcome also was supported by this study in that the nurses reported that they modified 

their behavior within the contest of the relationship in order to achieve or optimize 

therapeutic outcomes (Ramos, 1992). 

Nurse-patient Relationship and Schizophrenia. While Peplau proposed her theory 

for all nurse-patient interactions, Forchuk primarily studied patients diagnosed with a 

severe and persistent mental illness including SZ. Like Peplau (1952), Forchuk and 

Brown (1989) view th~ nurse~patient relationship as the basis for psychiatric/mental 

health nursing practice, and the foundation for all nursing interventions, whether 

pharma~ological, psychotherapeutic, psychosocial, or rehabilitative outcomes are. 

planned. Forchuk' s work involves developing a measurement of the phases of the nurse

patient relationship based on Peplau' s descriptions of the phases and roles of the nurse 

and the patient, the lRF. Though only recently undertaken, Forchuk's work has enabled 

psychiatric/mental health nurses and patients to work together to develop interpersonal 



and problem-solving competencies in the therapeutic relationship (Martin, Forchuk, 

Santopinto, & Butcher, 1992). 
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In a study to develop and validate the IRF, Forchuk and Brown (1989) 

investigated the phase of _the relationship in 58.long-term patients and 74 short-term 

patients diagnosed with SZ-SPEC over a six-month period of time. From this work 

Forchuk has conducted secondary analyses of 73 patients, which revealed that time to 

develop a working relationship with individuals diagnosed with SZ can take up to 23 

months with a mean of 5.9 months. However, over the course of the illness with new 

therapists, there was less time in the orientation phase indicating that afflicted individuals 

may be able to transfer skills of forming an alliance to new professional dyads (Forchuk, 

1992). Other studies also indicate that a therapeutic alliance with individuals diagnosed 

with SZ are difficult to achieve and take longer to form (Adler, 1979; Bowers & 

Greenfeld, 1980; Doroff, 1976; Frieswyk et al., 1986; Horowitz & Marmar, 1985; Langs, 

1977; Masterson, 1978). 

Forchuk (1992) also inyestigated variables such as diagnosis, gender, age, number 

~nd length of hospitalizations and age at first psychiatric hospitalization that have been 

associated with treatment outcomes in psychiatric patients. The 73 patients in the analysis 

were divided into three groups by time in orientation phase: 1 - 2 months, 3 -10 months 

and 11 months or more. The group with the longest time in the orientation phase also had 

the largest number of hospitalizations (M = 5. 7, SD = 4.6) when compared to the median 

length (M = 5.3, SD~ 3.4) and the shortest length (M = 4.1, SD= 4.4). The number of 

months in the hospital was also greatest in the group with the longest time in the 

orientation phase with the following means: 70.3 (SD= 114.9), 15.7(SD = 33.0), and 
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10.9 (SD= 17.1), respectively. There were 30 patients who had reverted to the orientation 

phase after moving into the working phase which also had a greater number of 

hospitalizations and greater number of months in the hospital when compared to the 

sample mean (Forchuk, 1992). These results are consistent with the previously reviewed 

studies which identified factors associated with poor treatment outcomes and/or 

medication compliance in individuals diagnosed with SZ that included number and. 

months of hospitalization. 

( In a two-year study of 124 newly formed nurse-patient relationships in an 

outpatient mental health clinic, Forchuk ( 1994) measured preconceptions of the patient 

and nurse, the interpersonal relationship, and anxiety of the patient to predict the 

development of the therapeutic alliance over a six month period for each dyad. The 

preconceptions of both the patient r = .37,p < .05, and the nurser= .31,p < .05, were 

related to the development of the therapeutic alliance. The interpersonal relationships 

with others was not significant for the nurse but were for the patient r = 0.48, p < .05, and 

n~ither the patient nor the nurse's level of anxiety was related to the development of the 

therapeutic alliance (Forchuk, 1994 ). The combination of nurse and patient factors 

(preconceptim1, anxiety, other interpersonal relationships) explained 61% of the variance 

in the nurse's report of the development of the therapeutic alliance, and 62 % of the 

variance in the patient's report of the development of the therapeutic alliance. The patient 

variables alone explained 34%, and the nurse variables alone explained 44% of the 

variance in the development of the therapeutic alliance. This study replicates aspects of 

Peplau's (1952) theory in that the preconceptions of both members of the dyad were 

significant, and the combined nurse and patient variables explained more of the variance 
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in the development of the alliance than either patient or nurse variables alone. However 

the lack of support for anxiety and for the nurse's other interpersonal relationships is not 

consistent with Peplau's theory because Peplau would have expected the nurse's other 

interpersonal relationships to contribute to her development as a person and to her 

contribution to the development of the therapeutic relationship. Peplau also would have 

expected anxiety for both nurse and patient to be present especially during the initial 

foJIDation of the relationship. 

In a secondary analysis, Forchuk (1995) compared the relationship between 

nurses who had two different patients (n = 38) and patients who had two different nurses 

(n = 13). Forchuk (1995) found that there was a positive relation between the number of 

weeks for the orientation phase and each patient with the same nurser= .84, p < .05. For 

the nurse, the amount of time spent with each patient and the number of weeks for the 

orientation phase was significant r = .69, p < .05. In the group of patients who had two 

different nurses there was a trend toward a shorter time in the orientation phase with the 

second nurse, however the sample was too small for statistical significance. Forchuk 

(1995) suggested that patients might be able to shorten the orientation phase because of 

the repeated experience of developing a relationship with a professional. 

Forchuk continued to investigate the nurse-patient.relationship using qualitative 

investigative methods that paralleled the quantitative. study begun in 1992. Using 

Leininger's (1985) method of qualitative analysis 10 dyads were separately interviewed 

at intervals over a two-year period. Interview questions focused on the nature and 

progression of the nurse-patient relationship with an interpersonal focus from both patient 

and nurse perspectives. Questions included exploring what seemed to help and/or to 



hamper the development of the therapeutic alliance. Based on this qualitative work, 

Forchuk et al. (1998, 2000) identified helping and hampering influences~ and phases 

consistent with those described by Peplau (1952, 1991) as well as the additional non

therapeutic phases of the relationship. There was some evidence that there may be some 

dyads in which the orientation phase of the therapeutic alliance does not progress to a 

working phase but instead moves to a non-therapeutic phase. Based on these results, the 

IRF was modified to include the two non-therapeutic phases (Forchuk et al., 2000). 
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Since the psychiatric/mental health nurse more often works with individuals 

diagnosed with SZ who may be at-risk for medication noncompliance, treatment 

outcomes may be determined by the success of the therapeutic alliance. Because the 

psychiatric/mental health nurse uses the therapeutic alliance for clinical management and 

supportive therapy, development of the nurse-patient relationship may be the best 

intervention.to facilitate medication compliance for those individuals diagnosed with SZ. 

Because individuals diagnosed with SZ frequently have impaired awareness of the 

consequences of their mental illness, the working phase of the professional relationship 

or therapeutic alliance may optimize medication compliance and overtime help prevent 

relapse and disabling treatment outcomes in individuals diagnosed with SZ. 

The Therapeutic Alliance in Psychology 

In psychology, Rogers (1951, 1957) pioneering work to identify the active 

components of the therapeutic relationship focused on empathy, unconditional positive 

regard, and congruence. All three have been shown to be significant in patient-centered 

therapies, but do not generalize across therapies as expected (Horvath & Greenberg, 

1989). A theory of interpersonal influence and research suggested that patient belief in 
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the trustworthiness, competence, and attractiveness of the therapist was significant to 

successful counseling outcome (Strong,· 1968). Another approach which proposes that 

attachment to the therapist is a primary factor in forming a strong therapeutic partnership 

has been traced to early writings of Freud (1911-13/1974), and expanded by 

psychodynamic theorists such as Sterba (1934), Zetzel (1956), and Gitleson (1962). 

Greenson (1967) described the concept of a strong therapeutic partnership as the working 

alliance, and one of the essential components of the therapeutic process. The seminal 

works of Bordin (1955, 1968, 1974, 1979) re-conceptualized the psychoanalytic notion of 

the working alliance to encompass all change-inducing relationships, and as such has 

exerted considerable influence on investigations of the therapeutic alliance. 

Bordin (1979) proposed that there was a positive joining of the patient and 

professional against the patient's pain and self-defeating behavior. He proposed that the 

working alliance was what makes it possible for the paµent to accept and follow 

treatment faithfully. He described the working alliance as an integrated relationship with 

three components: tasks, bonds, and goals that in combination define the quality and 

strength of all alliances. A strong working alliance is characterized by the professional' s 

and patient's mutually endorsing and valuing the goals (outcomes) that are the target of 

the interaction. The concept of bonds embraces the complex network of positive personal 

attachments between the professional and the patient that includes issues such as mutual 

trust, acceptance and confidence. 

For Bordin (1979), tasks refer to the counseling behaviors and thoughts that form 

the substance of the counseling process. In a well-functioning relationship both persons 

must perceive these tasks as relevant and efficacious. Furthermore, each must accept the 
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responsibility to perform these acts. The goals are the treatment outcomes and must be 

mutually endorsed and valued by the professional and patient. The concept of bonds 

comprises the complex network of positive personal attachments between patient and 

professional, and includes issues such as mutual trust, acceptance, and confidence. 

Bordin' s interest was in counseling and he saw the working alliance as a vehicle that 

enables and facilitates the specific counseling techniques. In other words, Bordin saw the 

working alliance as the context that promotes and interacts with specific counseling 

strategies to accomplish treatment outcomes. 

Bordin (1979) predicted that helping interventions based on different theoretical 

premises would place different degrees of emphasis on bond, task, and goal components 

and that these three components were not all equally important in all phases of 

counseling. Horvath and Greenberg (1989) interpreted this position as implying that the 

working alliance requires a high degree of cooperation and mutuality, and that the ideal 

or strong working alliance has different critical values with respect to bonds, tasks, and 

goals, depending on the theoretical framework of the professional. 

The body of research on the therapeutic alliance has failed to separate core 

features of the alliance from factors in the patient, therapist, and .treatment,. or to 

determine if the positive changes in treatment outcome represent the influence of the 

therapeutic alliance (Marmar, Weiss, & Gaston, 1989). Bordin's (1955, 1968, 1974, 

1979) work implies that the quality of the patient interpersonal functioning is seen as 

central to the development of a therapeutic alliance. If the patient has difficulty sustaining 

trusting and mutual relationships, then according to Gaston, Marmar, Thompson, and 

Gallagher (1988), the forming of an alliance must focus on developing ~e patient 
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capacity to relate to others before the task of addressing behaviors, cognitions, or 

conflicts that contribute to symptom formation can occur. There has been evidence that 

patient perception of the therapist such as expertness, trustworthiness and attractiveness 

are critical in the forming of a therapeutic alliance (Barak & Lacrosse, 1975; Johnson & 

Matross, 1977; Lacrosse, 1977; Strong 1978). In the same regard, the therapist 

contribution has been indicated as the critical factor (Rogers, Gendlin, Kiesler, & Truax, 

1967). Since much of the research has been with brief psychotherapy and other diagnostic 

categories, individuals diagnosed with SZ are under-represented in the literature (Frank & 

Gunderson, 1990). 

Studies Related to the Therapeutic Alliance and Schizophrenia 

The literature suggests that the therapeutic alliance with individuals diagnosed 

with SZ is a complex phenomenon. Studies have found that establishing therapeutic 

alliances with individuals diagnosed with SZ is often difficult (Forchuk & Brown, 1989, 

Goering & Stylianos, 1988; Jennings, 1987) and prolonged (Forchuk, 1992). Difficulties 

in establishing therapeutic alliances with individuals diagnosed with SZ have been 

discussed in several review articles (Goering & Stylianos, 1988; Gunderson, 1979; 

) 

Jennings, 1987) which indicated that therapeutic alliances were critical for the more 

acute, personality-disordered or psychotic patient, but also more difficult to achieve. 

Prior research in both the psychotherapy and nursing literature has shown that the 

failure of a patient and professional healthcare provider to form a therapeutic alliance is 

strongly associated with patient failure to comply with medication and treatment 

regimens (Dockery & Fiester, 1985); premature termination of therapy (Fiester & 

Rudestam, 1975; Howard et al., 1970; Saltzman et al., 1976; Tracey, 1977), and poor 
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treatment outcomes (Alexa~der & Luborsky, 1986; Forchuk, 1992; Gomes-Schwartz, 

1978; Horowitz et al., 1984; Horvath & Greenberg, 1987; Marmar et al., 1986; Marziali, 

1984; Saltzm~n et al., 1976). 

A study of 143 individuals diagnosed with SZ reported that individuals who 

formed therapeutic alliances with their therapists within 6 months of beginning treatment 

were more likely to remain in psychotherapy, comply with prescribed medication 

regimens, and achieve better treatinent outcomes after two years with less medication 

than individuals who did not form therapeutic alliances with their therapists (Frank & 

Gunderson, 1990). The authors reported that therapeutic alliances took up to six months 

for the majority of participants to develop (McNemar' s Chi-square = 7 .52, df = 1, p < 

.01). Analysis revealed that therapeutic alliances were significantly improved for those 

patients who remained in the study between three and six months, but no improvement 

was noted after six months (Frank & Gunderson, 1990). Of the 39 patients who had a 

p9or alliances at six months, only two developed a therapeutic alliance at 12 months and 

most (71.8 % ) left treatment within the next three months. After two years over half of the 

participants had dropped out of treatment. An ad hoc analysis of the characteristics of the 

participants who were lost to follow-up failed to account for this percentage of attrition 

(Frank & Gunderson, 1990). 

Although seve~al comparisons were used between L11ose patients with good 

alliances and those with fair and poor alliances, the only significant differences were that 

the good alliance group had longer initial months of hospitalizations (M = 5~8, SD= 6.8) 

than patients with a fair or poor alliance (M = 3.2, SD= 3.4, and M = 3.9, SD= 5.2, 

respectively; F (2, 124) = 2.59, p <.10, r = -.19, p < .05). Baseline levels of cognitive 
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disorganization and ego weakness, premorbid social and vocational adjustment, social 

class, and. the amount of psychotherapy had predictive ability for group membership in 

either good or poor alliances as well as level of functioning at 6 months (Frank & 

Gunderson, 1990). These results are consistent with Forchuk's (1992, 1994, 1995) work. 

Measurement of Therapeutic Alliance 

There have been several instruments from psych~logy and nursing that measure 

concepts related to the therapeutic alliance. Several will be discussed including the 

Interpersonal Relationship Form [IRF] (Forchuk & Brown, 1989; et al., 2000), the 

Working Alliance Inventory [WAI] (Horvath & Greenberg, 1989), the California 

Psychotherapy Alliance Scales [CALPAS] (Marmar, Gaston et.al., 1989) and the 

Psychotherapy Status Report (Stanton et al., 1984 ). These instruments have been based 

on the work of Peplau (IRF) and Bordin (WAI and CALPAS). The IRF measures the 

phase of the alliance, and the WAI and CALP AS measure several dimensions of the 

alliance including the bonding, goal setting, task agreement, and therapist contribution. 

Forchuk and Brown (1989) designed the Interpersonal Relationship Form (IRF) to 

measure the progress of the nurse-client relationship, and to determine the relationship 

phase of the dyad as described by Peplau (1952). The IPR measured the working phase of 

the relationship if the nurse scored the instrument with the descriptors of either the 

second or third phase of the relationship described by Peplau (1952). Forchuk reported 

that her instrument provided an accurate assessment of the phase of the relationship based 

on the patients' and the nurses' behaviors, and allowed the nurse to implement 

appropriate interventions based on the phase of the relationship (Forchuk & Brown, 

1989). According to Forchuk and Brown the nurse who can accurately assess the phase of 
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the relationship will not prematurely rush the patient into the next phase that could create 

barriers to optimum treatment outcome. The modified IRF was used to establish the 

phase of the professional relationship based on Forchuk' s later work in order to also 

identify non-therapeutic behaviors of the patient and nurse in the relationship (Forchuk et 

al., 2000). 

Horvath and Greenberg (1989) developed the WAI to measure the therapeutic 

alliance or what they termed the working alliance. While Forchuk' s instrument identifies 

nurse and patient behaviors consistent with the phases of the relationship proposed by 

Peplau, Horvath and Greenberg developed an instrument to measure some of the generic 

variables (bonds, goals, and tasks) affecting the degree of success in the counseling 

relationship based on Bordin's (1979) conceptualization of the working alliance. The· 

expectation was that the instrument would capture a_spects of the alliance and be able to 

predict therapy outcomes across various treatment orientations. 

The WAI was designed, developed, and tested to include therapist-offered 

conditions and social influence conceptuaµzations as well as client-centered conditions. 

The instrument included two versions, the Client Form and the Therapist Form. The 

questions were designed to address each of the three aspects of a working alliance equally 

(goal, bond, and task). Three studies were conducted in order to support the validity of 

the WAI instrument. An initial pool of 91 questions was generated. The studies correlated 

the instrument with a variety of counselor and client self-reported outcome measures such 

as trustworthiness, expertness, and empathy. The therapist also rated task, bond, and goal 

constructs as well as an empathy construct to arrive at the final 36 items. The working 

alliance is considered effective if both the client-centered scale and the therapist-centered 
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scale report an effective relationship. The goals and tasks dimensions of the WAI have 

not been found to be distinct (Horvath & Greenberg, 1989; Marmar, Gaston, et al., 1989; 

Tracey & Kokotovic, 1989). The instrument has ~een criticized as failing to reflect the 

affective expressions of the patient and therapist because the WAI measures the attitude 

of the patient and not the therapist (Gaston, 1991). 

The California Psychotherapy Alliance Scales [CALPAS] (Marmar, Gaston, et 

~I., 1989) form a set of inventories to measure the therapeutic alliance. The scales include 

a patient, therapist, and rater version that includes patient commitment (PC), patient 

working capacity (PWC), therapist understanding and improvement (TUI), and a working 

strategy consensus (WSC) scale. It was developed as an improvement and expansion of 

the WAI (Horvath & Greenberg, 1989) and measures the separate contributions of patient 

and therapist to the alliance, as well as their mutual agreement on the working strategies 

and goals to adopt in therapy. The WAI included only bonds, goals, and tasks, whereas 

the CALP AS adds a scale for therapist understanding and involvement. There are also 

two scales to measure the distorted aspects of the alliance such as transference, the 

Patient Hostile Resistanc~ scale and the Patient _Overtly Positive Reaction. The CALPAS 

like the WAI is based on the work of Freud (1911-13/1974), Zetzel (1956) and Bordin 

(1979). There have been several studies, which established reliability and validity of the 

instrument in a variety of patient populations and settings (Gaston, 1991; Marmar, Weiss, 

et al., 1989). 

The primary therapist or professional' s version (CALPAS-T) and the patient's 

version_ (CALPAS-P) have been significantly associated with other alliance scales 

(Horvath & Greenberg, 1989). The WAI and CALPAS were not found to vary across 
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therapy modalities including psychodynamic, eclectic, and behavioral-cognitive, and with 

number of therapy sessions (Gaston et al., 1988; Wolfe & Goldfried, 1988). The 

CALPAS-P scores on PC, PWC, and WSC subscales were significantly negatively 

correlated with the Symptoms Checklist-IO (SCL-10) (Nguyen, Attkisson, & Stegner, 

1983) with scores of r = -.43 (PC), -.26 (PWC), -.28(WSC), ps < .05, indicating that 

greater symptomatology diminished the patient's ability to engage in therapy, work in 

therapy, and to have a sense of working with the therapist toward agreed-on goals. The 

raw scores of these three scales also were found to be significantly correlated to the 

Interpersonal Problems (IPP) (Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988) 

scale raw scores with r = -.26(PC), -.30(PWC), and -.25(WSC), ps < .05, suggesting that 

patients presenting greater intimacy difficulties reported poorer therapeutic alliances 

(Gaston, 1991). For the SZ population the severity of illness may diminish the ability to 

engage in a professional working alliance and the several scales of the CALP AS may 

provide additional understanding of the difficulties reported in forming alliances with this 

patient population. 

Frank and Gunderson (1990) used the Psychotherapy Status Report (Stanton et 

al., 1984). A therapeutic alliance was determined if there was evidence of: (a} stable, 

active, and collaborative participation in the treatment process, (b) full and spontaneous. 

sharing of relevant material with the therapist and responsiveness to the therapist's 

interventions, ( c) expression of value and optimism of potential usefulness of treatment, 

( d) maintenance of a sustained interest in understanding the illness and its influence on 

self and others, in problem solving, and in pursuing therapeutic goals, (e) presenc~ of a 

generally clear and realis'tic picture of the therapist and the therapeutic relationship, and 
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amenability to confrontation or interpretation of distortions to that relationship, and (t) 

affective involvement in the treatment and relatedness to the therapist. This instrument 

was divided into six terms that ~efined a therapeutic alliance and six items that defined a 

poor alliance that the therapist rated at specified intervals to yield an active engagement 

score. This instrument blended ite~s from other questionnaires used to investigate the 

therapeutic alliance from various clinical research groups in different areas of the United 

States including Michigan, Pennsylvania and Vanderbilt psychology departments, and is 

considered reliable and valid. There is criticism that if there is active engagement of the 

patient, the instrument may not give a complete view of the alliance. 

Summary 

The importance of medication compliance to treatment outcome for individu~ls 

diagnosed with SZ is clearly reported in the literature. Although problems with 

medication compliance are not unique to mental disorders, it is SZ that has an associated 

feature, impaired awareness which has been associated with the highest levels of 

medication non-compliance. Medication compliance is considered a multidimensional, 

multi-determined phenomenon with relatively constant patient-, medication-, 

environmental-, and therapist-related variables identified as either facilitators or barriers 

to medication compliance in individuals diagnosed with SZ. 

The most robust variables associated with medication compliance include illness

related variables such as severity, awareness, side effects especially akathisia and 

dysphoria, the participants' response or involved compliance of the patient, a supportive 

living environment without high emotion, satisfactory interactions with professionals, 

and lack of homelessness, or financial and transportation concerns. Management of 
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medication compliance has been the focus of research for psychiatric rehabilitation and 

quality of life. Despite various recommendations for managing medication compliance, 

the maintenance of a collaborative, ongoing therapeutic relationship with a professional is 

frequently associated with medication compliance and positive treatment outcomes . The 

therapeutic alliance may be the one variable that influences both awareness and 

medication compliance because both patient and therapist are involved, and facilitates 

optimum treatment outcome in SZ. 

Awareness has been the focus of renewed interest in the literature and the 

association with medication compliance and treatment outcome is the most practical 

reason for the interest. Although there has been discussion about the etiology, definition 

and measurement of awareness, it is generally agreed that awareness is a 

multidimensional phenomenon. The clinical etiology of awareness is the one most often 

explained in research studies. The theoretical perspective on the therapeutic alliance may 

be consistent with the clinical etiology of awareness, and offer strategies to address 

awareness and medication compliance for individuals, families, communities, and 

caregivers. 

More research on awareness is needed in outpatient populations. The few existing 

studies have indicated that awareness may not change significantly in outpatient settings, 

yet outpatient settings are where most patients in the stabilization and stable phases of the 

illness are treated. These phases are believed to be the phases in which medication 

compliance and formation of the therapeutic alliance are most critical to treatment 

outcome. The relation of awareness to medication compliance is thought to be a direct 

one, although there have been studies in which awareness only explained a small portion 
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of the total variance of medication compliance. Unfortunately awareness appears to have 

a positive relation with depression, so that as awareness of symptoms of SZ and their 

consequences increase, patients are more likely to become depressed. Because of the 

several studies which indicated there may be a relation between awareness and 

depression, there is a need to control the effect of depression in any investigation of 

awareness. An investigation of therapeutic alliance, awareness and medication in 

compliance in a sample of individuals diagnosed with SZ is a reasonable study based on 

the review of literature. 



CHAPTER III 

Theoretical Framework 

Therapeutic alliance, awareness, and medication compliance are important factors 

in the prognosis of individuals diagnosed with SZ. A conceptual model of the relations 

among the therapeutic alliance, awareness, and medication compliance for individuals 

diagnosed with SZ has been synthesized from the work of several theorists and a review 

of empirical literature. Although significant relations between pairs of these variables 

have been found in several studies (Amador et al., 1991; Bartko et al; 1988; Frank & 

Gunderson, 1990; McEvoy, Apperson, et al., 1989; McEvoy, Freter, et al., 1989; 

MacPherson, Jerrom, et al., 1996; Marder et al., 1983), the specific pattern of relations 
. ' 

for all three constructs has not been established (Buchanan, 1992; Coffel, Alford, Fischer, 

& Owen, 1996). 

The model (Figure 1.) predicts that the relation between awareness and 

medication compliance changes as a function of the therapeutic alliance. In other words, 

the degree of the relationship between awareness and medication compliance is a 

function of therapeutic alliance. The relation is therefore a conditionaror--.interaction 
\ 

relationship (Cohen & Cohen, 1983) with therapeutic alliance as a moderator of the 

relation between the independent variable (awareness) and the dependent variable 

(medication compliance) (Baron & Kenny, 1986). There are direct effects between 

awareness and medication compliance (a) and between therapeutic alliance and 

medication compliance (b ). The moderator effect is represented as the interaction 

between awareness and therapeutic alliance ( c ). 
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Figure 1. Conceptual Model of the Relations of Therapeutic Alliance, Awareness and 

Compliance 
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This conceptualization is consistent with the theoretical framework of Peplau 

(1952), and the work of Amador et al, (1991) concerning awareness. The model also is 

consistent with previously reported empirical evidence that indicates the therapeutic 

alliance is the context through which the level of awareness influences medication 

compliance i~ SZ (Bebbington, 1995; Fenton et al. 1997; McEvoy, Apperson et al., 1989; 

McEvoy, Freter, et al., 1989). Based on the hypothesized model, the therapeutic alliance 

would influence treatment outcome whether the treatment modality is psychoanalytic, 

cognitive, behavioral, or involves pharmacotherapy in either acute and ambulatory 

settings. 

The therapeutic alliance has been conceptualized as a change agent that accounts 

for treatment success (Wolfe & Goldfried, 1988). The empirical data indicate that both 

therapeutic alliance and awareness are related to medication compliance (Fenton et al., 

1997) and that awareness and therapeutic alliance are related (Amador & Gorman, 1997). 

It has been suggested that the therapeutic alliance may account for medication 

compliance in the absence of awareness (McEvoy, Apperson, et al., 1989; McEvoy, 

Freter, et al., 1989), but no empirical studies have tested this hypothesis. A brief review 

of the theoretical concepts is presented. 

Therapeutic Alliance 

The success of any professional endeavor depends on the participants 

establishing an open, trusting, collaborative relationship, or what has been variously 

referred to as either a therapeutic, working, or helping alliance (Frank & Gunderson, 

1990; Lego, 1980). The therapeutic alliance also has been described as a one-to-one 

interpersonal nurse-patient relationship (Peplau, 1952). Regardless of terminology, the 
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therapeutic alliance is universally expected to be constructive, helpful, and ~nhancing of 

quality of life (Peplau, 1994 ), and as such is a key component in treatment outcome. 

Although much of the theoretical and empirical work on the therapeutic alliance 

has emerged from psychoanalysis, there also has been a recognition of the role of the 

therapeutic alliance in cognitive therapy and behavioral approaches (Bordin, 1979; 

Deffenbacher, 1985; Gelso & Carter, 1985; Luborsky, McLellan, Woody, Obrian, & 

Auerbach, 1985; Marmar, Gaston et al., 1989; Rush 1985), as well as in pharmacotherapy 

(Dockery & Fiester, 1985). Indeed Wolfe and Goldfried (1988) consider the therapeutic 

alliance to be the quintessential integrative variable because its importance does not lie 

within the specifications of one school of thought. The therapeutic alliance has been 

conceptualized as a complex process variable that influences treatment outcome over 

time by influencing behavior, relationships, and perceptions. 

The Therapeutic Alliance in Nursing 

In a seminal work, the nurse-theorist Peplau (1952) proposed that a one-to-one 

relationship between nurse and patient, the therapeutic alliance, influenced outcome. 

Peplau's theory has been considered the essence of nursing, the key to the nursing 

process, and the crux of psychiatric nursing (Lego, 1980; Sills, 1978; Pepl~u, 1952, 1962, 

1964,1965, 1988). The nurse.;:patient relationship is a model of an adaptive interpersonal 

relationship that affords an opportunity for growth, learning, and problem solving. 

Concepts in Peplau' s theory include preconceptions of nurse and patient, anxiety, role 

development,' and phases of the interpersonal relationship. Peplau focused on the nurse as 

well as the patient by proposing that the kind of nurse each person becomes makes a 



difference to what each patient will learn (Forchuk, 1995). Her work can be contrasted 

with conceptual frameworks which focus primarily on the patient. 
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Peplau' s theory has been described as drawing from developmental theory (Blake, 

1980), Sullivan's interpersonal theory (Peplau, 1952), and learning theory (Lego, 1980). 

Briefly described, Peplau's relationship provides a framework within which the nurse 

helps the patient to examine interpersonal experiences by describing and analyzing 

behaviors in current interpersonal relationships, and then formulating, testing, and 

integrating new behaviors as an interactive process between patient and nurse (Lego, 

1980; Forchuk & Brown, 1989). Within the nurse-patient relationship, the patient and 

nurse evolve through interlocking phases: mutual withdrawal, grappling and struggling, 

orientation, working (subdivided into identification and exploitation), and resolution or 

termination (Forchuk, 1994, 2000; Peplau, 1952). Peplau defined the nurse-client 

relationship as evolving through interlocking and overlapping phases in which the nurse 

and client assume changing roles and have various goals as they pass through each phase. 

The relationship provides a context within which the nurse helps the patient carefully 

examine interpersonal experiences, which has been called the therapeutic use of self 

(Peplau, 1952). Within the various phases, both patient and nurse assume different roles 

or behaviors that effect change, and through which they interact to examine behavior. 

According to Peplau' s theory, the professional' s assessment of the phase of the 

relationship is essential for planning appropriate interventions as well as for recognizing 

the progress of the therapeutic alliance (Forchuk, 1994). Both the nurse and patient 

influence the evolving relationship as each has influence on the outcome of treatment 

rendered within the context of that dynamic relationship. Each person brings unique 
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experiences, beliefs, expectations, and patterns of relati~g to others into the relationship 

so that each relationship is unique while having similar goals, phases, and roles (Peplau, 

1952, 1989, 1992). 

The preconceptions of both the patient and the nurse are described as the values, 

beliefs, and attitudes which make up the world view of an individual that each brings to 

the development of an interpersonal relationship (Peplau, 1952). The patient experiences 

roles of stranger, and progressively more mature roles of child, adolescent and adult 

which enable the patient to relate first in the nurse-patient relationship and then with 

people outside the therapeutic situation. The nurse experiences roles of stranger, 

resource person, teacher, leader, surrogate parent, and counselor through which the 

nurse is able to assist the patient to mature and develop in the direction of creative, 

constructive, productive, personal, and community living (Peplau, 1952). 

Peplau' s theory provides a useful framework for investigating clinical phenomena 

and nurses' actions. Because of the professional relationship, psychiatric nurses are able 

to identify and modify roles, to adapt to the phase of the relationship, and thereby enable 

the patient to adapt to illness symptoms, and to develop strategies to cope with the 

consequences of illness (Forchuk, 1994, Reynolds, 1997; Peplau, 1994 ). 

The recent work of Forchuk(1991) has provided support for the contributions of 

preconceptions of both patient and nurse to the therapeutic alliance. Forchuk also has 

suggested support for Peplau' s phases of the relationship in a sample of individuals with 

SZ, however Forchuk proposed combining the identification and exploitation phases into 

a working phase (Forchuk, 1991). Two non-therapeutic phases of the nurse-patient 

relationship have recently been added to Peplau's theory by Forchuk et al. (1998, 2000): 



mutual withdrawal and grappling. The behaviors exhibited by both patient and nurs~ 

enable the nurse to measure the phase of the relationship for comparison across dyads 

(Forchuk, 1995, 2000). 

Based on the interpersonal relationship theory of Peplau (1952), medication 

compliance may be facilitated because the relationship between the patient and nurse 

enables the patient to become aware of and adapt to illness symptoms, to develop 

strategies to remit or rehabilitate the illness disabilities, and to obtain the needed social 

supports that will ensure quality of life and positive treatment outcome. 

The Therapeutic Alliance in Psychology 
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Efforts to determine which variables are related to successful outcomes in therapy 

have led to four major theoretical explanations of the therapeutic alliance in psychology: 

patient-centered, social influence, psychodynamic, and the integrative working alliance 

(Horvath & Greenberg, 1989). The patient-centered theory is based primarily on the work 

of ;Rogers ( 1951, 1957) who pioneered the definition of active components of the 

therapeutic relationship (empathy, unconditional positive regard, and congruence). These 

components are similar to the preconceptions and behaviors expected of the nurse in 

order to move from the role of stranger (Peplau, 1952). Although the therapist-offered 

empathy, unconditional positive regard and congruence have appeared to be significant, 

they do not generalize across different psychological treatment modalities (Gelso & 

Carter, 1985; Mitchell, Bozarth, & Krauft, 1977; Parloff, Waskow, & Wolfe, 1978), and 

do not appe.ar to account for all aspects of the nurse-patient relationship that result in 

behavior change (Lego, 1980; Forchuk, 1994 ). 
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Strong (1968) proposed that the success of therapy outcome was proportional to 

the degree to which a patient believed the therapist was trustworthy, expert, and 

attractive. Strong's theory focused on the patient's perception whereas, the patient

centered theoretical perspective focused on the therapist. Although satisfaction and 

confidence in the therapist have been related to treatment success in recent research, there 

also has been treatment success even with patient and/or family dissatisfaction and lack 

of confidence in health care professionals (Horvath & Greenberg, 1989; Gaston et al., 

1988). 

The psychodynamic perspective was based on early writings of Freud ( 1911-

13/1974 ), Sterba (1934), and Zetzel (1956) in which the patient's attachment to the 

therapist was the basis for treatment success. Freud (1911-13/1974) described 

transference in which attachment or friendly and affectionate feelings for the therapist 

result from the unconscious projections of the patient. The therapist in turn uses the 

attachment or feelings to address the patient's psychological pain and self-defeating 

behavior. Sterba (1934) emphasized the need to examine characteristics of the 

relationship from both the patient's and the therapist's perspective, and emphasized that 

the patient is capable of moving between observing and experiencing in therapy, or from 

an unconscious experience to a conscious action. Zetzel (1956) introduced the term 

therapeutic alliance to refer to the attachment or bond formed as a result of the patient's 

affection for the professional, and the professional' s use of the affection for therapeutic 

purposes. 

Based on an extensive review of psychodynamic theory, Greenson (1967) 

described the concept of the working alliance as one of the essential components of the 
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therapeutic process. He drew a distinction between the working alliance as a realistic 

collaborative relationship and the therapeutic alliance as the transference/counter 

transference bond. Unfortunately, Greenson (1965, 1967) used the terms interchangeably, 

which led to conceptual ambiguity and the continued use of both terms to refer to the 

relationship between patient and professional. 

Bordin (1955, 1968, 1974, 1979) re-conceptualized the psychoanalytic concept of 

the therapeutic alliance. to include all change-inducing relationships in which a person 

(patient) seeks change and another person (therapist) offers to be a change agent (Bordin, 

1979). Bordin conceptualized the alliance as an integrated relationship with three 

components (tasks, bonds, and goals) that in combination define the quality and strength 

of all professional therapeutic alliances. The three components of Bordin's alliance 

include. an agreement of treatment goals, the degree of concordance regarding tasks, and 

the development of personal bonds. Bordin called his professional relationship a working 

alliance, although he did include the bond resulting from that alliance a therapeutic 

alliance (Zetzel, 1956). Bordin (1979) conceptualized his working alliance as neither an 

intervention nor as· a condition of an alliance, but rather as a proc~ss that enables and 

facilitates the specific interventions implemented, regardless of the theoretical foundation 

of the treatment modality (Bordin, 1979; Luborsky, 1976). Bordin (1979) predicted that 

interventions with different theoretical foundations would place different degrees of 

emphasis on the three dimensions of his working alliance. He also proposed that 

differences existed for the importance of the three dimensions depending on the phase of 

the professional relationship. This theory provides an integrated framework for viewing 

the patient:-professional alliance as a mutual agreement about the goals and tasks of 
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therapy as well as a bond between patient and therapist (Horyath & Greenberg, 1989). 

Variation in the bond, tasks, and goals throughout phases of the relationship is consistent 

with Peplau's (1952) concept of an interpersonal process between patient and nurse that 

progresses through phases. 

Gaston (1990) expanded the concept of a therapeutic or working alliance to 

include therapist involvement and understanding. Based on Bordin's theoretical 

framework, Horvath and Greenberg (1987, 1989), Marmar, Gaston and colleagues 

(1989), and Tracey and Kokotovic (1989) developed operational definitions of the 

components of the therapeutic· alliance and scales to measure those components. These 

scales include patient, therapist and rater ver~ions and were developed to be used for 

group, individual and psychopharmacological treatments. 

The works of Peplau (1952) and Bordin (1955, 1968, 1974, 1979), and the 

expansion of their work by Forchuk (1994) and Gaston (1990), respectively, suggest a 

conceptualization of the therapeutic alliance between professional and afflicted 

individual. The therapeutic alliance is conceptualized as a relationship_ in which each 

member contributes preconceptions or values, beliefs, and understanding. Both 

participate in an in an interpersonal interaction effort to develop goals for treatment 

outcomes. The interpersonal interaction or relationship progresses through phases that 

begin with an affection or bond and mutual respect, and understanding to the 

modification of behavior which will accomplish improved treatment outcome. It is 

conceivable that each alliance is unique and develops differently depending on what each 

member of the dyad brings to the alliance, and how each member exhibits and reacts to 

the various roles within the alliance. The relationship is different from other human 



interactions because the members include a professional and patient, the goal is 

treatment, and may be directed initially by assignment. 

Studies from both the psychological and nursing literature have shown that the 

' . 

failure of a client and professional to form a therapeutic alliance is strongly associated 
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with patient failure to comply with treatment regimens (Dockery & Fiester, 1985); 

premature termination of therapy (Fiester & Rudestam, 1975, Howard et al., 1970, 

Saltzman et al., 1976, tracey, 1977), and poor treatment outcomes (Alexander & 

Luborsky, 19986, Forchuk, 1992, GoI?-es-Schwartz, 1978, Horowitz et al.~ 1984, Horvath 

& Greenberg, 1987, 1989, Marmar, Horowitz, Weiss & Marziali, 1986, Maziali, 1984, 

Saltzman et al., 1976) therefor~, the therapeutic.alliance is important to treatment 

outcomes. 

Therapeutic Alliance Defined 

The therapeutic alliance is a relationship developed between a patient or · 

individual diagnosed with SZ and a.professional for the express purpose of psychiatric 

treatment and/or rehabilitation. The therapeutic alliance is characterized by certain roles 

or behaviors exhibited by each member which include patient commitment, patient 

working capacity, professional understanding and involvement, and consensus or mutual 

agreement on the goals and tasks of therapy (Gaston, 1990). These behaviors are 

operationally defined and measured in a therapeutic alliance scale, the CALP AS 

(Marmar, Gaston, et al., 1989). 

1. Patient Commitment-is the patient's confidence that efforts will lead to 

change, willingness to make sacrifices such as time and money, view of 

therapy as an important experience, trust in therapy and therapist, participation 
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in therapy despite painful moments, and commitment to complete the therapy 

process. 

2. Patient Working Capacity-includes the patient's capacity to self-disclose 

intimate and salient ~nformation, to self-observe one~s reactions, to explo~e 

one's contribution to problems, to experience modulated emotions, to actively 

work with the therapist's comments, to deepen exploration of salient themes, 

and to purposefully work toward resolution of problems. 

3. Therapist Understanding and Involvement-involves the professional's 

capacity to understand the patient's point of view and sufferings, to 

demonstrate a nonjudgmental acceptance of the patient, to address the 

patient's core difficulties, to intervene with tact and timing, to not misuse 

therapy for personal needs, and to show commitment to help the patient 

overcome problems. 

4. Working Strategy Consensus-reflects the agreement on the goals and tasks 

of therapy and includes the patient-therapist similarity of goals, joint effort, 

and agreement on how people are helped, how people change in therapy, and 

how therapy should proceed (Gaston, 1990). 

Further, the therapeutic alliance is an adaptive, integrative relationship between 

patient and nurse or patient and therapist that influences treatment outcome. The alliance 

provides an opportunity for growth, learning, and problem-solving through changes in 

roles, behavior, beliefs, attitudes, and processes, and takes place when patient and 

professional bond and interact to understand, alter and adjust goals and tasks in treatment 

over the course of an illness and through phases of the alliance. The phases of the 
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therapeutic alliance include two pre-therapeutic phases characterized by mutual 

withdrawal and grappling (Forchuk, 2000), and therapeutic phases of the alliance, 

orientation, working which includes the sub-phases of identification and exploitation, and 

the final phase, resolution or termination (Peplau). Each phase is operationally defined by 

the behaviors exhibited by each member of the dyad and measured by the IRF (Forchuk 

& Brown, 1989). 

Awareness 

Awareness has been described as a multidimensional phenomenon whose 

attributes are awareness of mental illness, awareness of the achieved effects of treatment, 

and awareness of the social consequences of having a mental illness (Amador & Strauss, 

1993). David (1990) conceptualized awareness· as three overlapping constructs which are 

(a) the ability to re-label unusual mental events (i.e. halluciri~tions) as pathological; (b) 

the ability to recognize that he/she is suffering from an illness and the illness is mental 

and ( c) the ability to comply with treatment, both expressed and observed. David 

suggests that the relationship of awareness to psychosis is not a direct, linear one and the 

elements that make up awareness may be partially independent. In other words, there 

may be partial awareness tha~ may or may not be associated with the severity of 

psychotic symptoms, and therefore may or may not be amenable to medication treatment 

or psychosocial interventions. 

Awareness in Schizophrenia Spectrum Disorders Defined. Awareness is defined 

as a multidimensional construct consisting of the individual's current and retrospective 

awareness of a mental illness diagnosis, specific signs and symptoms of a mental illness, 

the social consequences of having a mental illness, and attributions of symptoms and 
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consequences experienced to that mental illness (Amador & Gorman, 1998). In this 

st~dy, awareness is based on the patients' reports of current and retrospective awareness 

of having been diagnosed with SZ, of specific signs and symptoms of SZ including 

positive, negative, cognitive and mood symptom domains, and of the social consequences 

of SZ in terms of daily living. Awareness also involves the primary therapists' reports of 

patients' current and past specific symptoms of SZ. The specific symptoms include 

hallucinations, delusions, thought disorder, inappropriate, flat or blunt~d affect, unusual 

dress or appearance, stereotypic or ritualistic behavior, poor social judgement, poor 

control of aggressive behavior or sexual.impulse, alogia, avolition-apathy, anhedonia- . 

asociality, poor attention, confusion-disorientation, unusual eye contact, and poor social 

relations. Awareness is operationally defined by patients' and therapists' reports of illness 

consequences and specific symptoms and measured by the SUMO (Amador et al., 1991). 

Compliance 

Compliance is defined as "the extent to which a person's behavior coincides with 

medical or health advice" (Haynes, 1979, p. 2). The most well established health care 

regimens are ineffective if a patient chooses not to comply with the prescribed regimen 

(Dracup & Meleis, 1982). Compliance generally refers to the ratio between treatment 

behavior and treatment standards (Gaebel, 1997). When compliance specifically refers to 

medication therapy, compliance is not an all-or-nothing phenomenon because compliance 

with medication regimens requires not only taking the currently prescribed medication 

without omissions or mistakes in dosage and timing, but also avoiding use of unapproved 

over-the-counter medications or previously prescribed medications (Blackwell, 1992). 
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Consequently, there may be too little, or too much medication (Biglow, 1999) and either 

circumstance has implications for treatment outcome. 

Medication Compliance Defined. Medication compliance with individuals 

diagnosed with SZ may be reduced because of the patient's refusal, premature 

discontinuation, or irregular or capricious use of medication;(Marder, 1998). For this 

study, medication compliance is defined as the patients' report' of their attitudes and 

behaviors influencing the filling of prescriptions in a timely manner, errors of omission of 

prescribed doses, mistakes in dosage and timing of medication, and avoidance of non

pr~scribed or unauthorized over-the-counter medications. Medication compliance is 

operationally defined by the patients' report of the facilitators and barriers to medication 

compliance and is measured by the ROMI (Weiden et al., 1994). 

Hypothesis 

In summary, the model in Figure 1 (p. 73) predicts that patients' awarenes.s of 

their illness explains variability in medication compliance, and that the characteristics or 

quality of the relationship or therapeutic alliance with the therapist can modify the 

relation b_etween awareness and medication compliance. Whether the therapeutic alliance 

explains variability in medication compliance depends on the level of patients' 

awareness. For those with low levels of awareness, a positive relationship may enhance 

compliance, while the therapeutic alliance may have less of an effect on patients with 

high levels of awareness. It is hypothesized that medication compliance with be a 

function of awareness, therapeutic alliance and their interaction. 



CHAPTER IV 

Methods 

Design of the Study 

This study was designed to ip.vestigate a conceptual model in which the 

therapeutic alliance influences the relation between awareness and medication 

-compliance in a sample of individuals diagnosed with SZ. The study used a cross

sectional correlational design. Hierarchical multiple regression analysis was used to test 

effects of the interaction between awareness and therapeutic alliance on medication 

compliance in a sample of individuals diagnosed with SZ. Descriptive statistics were 

used to describe the sample characteristics and t-tests were used to compare the sub

samples from the two investigative sites. 

Sampling 

Setting. A convenience sample was selected from adult psychiatric/mental health 

patients who were attending two day treatment programs (DTP) in the southeastern 

United States. The day programs were chosen because of the large representation of the 

SZ diagnosis, the comprehensive treatment setting, and the intense professional 

relationship over the duration of the program participation. Both DTP offered structured 

treatment settings that included group and individual therapy, comprehensive treatment 

with access to acute care, residential care, vocational rehabilitation, social services, and 

medications. DTP 1 was part of the state community mental health program, whereas 

DTP 2 was administered through a privately owned foundation. At the time of the study, 

DTP 1 served approximately 100 patients with- 70 treated at least once a week. There 
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were four full-time primary therapists, one part-time therapist and one administrator on 

site. DTP 2 served approximately 90 patients with 75 treated at least once a week with· 

five full-time therapists, two part-time therapists, one administrator and one clinical 

director on site. Patient caseloads at DTP 1 averaged 20 with ranges of 10 to 25 per 

therapist. Caseloads at DTP 2 averaged 10 with ranges of 6 to 15 per therapist. 
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Inclusion Criteria. In order to participate in the study, patients at the DTP had to 

attend the respective DTP for a minimum of three months prior to the study; read and 

understand English, and be able to communicate both verbally and in writing; be 

diagnosed by a licensed psychiatrist using the: criteria of the DSM-IV (AP A, 1994) for 

SZ; have an open case at the time of the study entry; and be approved for consideration as 

a participant by their primary therapist and/or psychiatrist. 

In order to be included in the study, therapists had to be employed at the 

respective DTP and have an undergraduate degree or higher; have at least one year of 

practice in the psychiatric/mental health field; be assigned as primary therapist for at least 

one patient participant in the study; be able to read and understand English and be able to 

communicate both verbally and in writing; be able to complete_ the required training, 

instruments, and be .available ,to verify/confirm data entry at the close of data collection. 

Final sample 

The final sample consisted of a total of 70 dyads, with 38 patient-participants and 

four therapist-participants from DTP 1, and 32 patient-participants and six therapist

participants from DTP 2. The sample size was greater than the 67 dyads suggested in a 

power analysis (Cohen, 1987). The numbers of patient-participants per therapist caseload 

from DTP 1 ranged from 5 to 17, and from DTP 2 ranged from 3 to 15. 



89 

Of the five eligible therapists at DTP 1, one female therapist did not participate 

due to scheduled vacation. One female therapist at DTP 2 was ineligible to participate 

due to employment duration of only one month, however six eligible therapists at DTP 2 
) 

participated. Of the 100 patients enrolled at DPT 1, 20 were ineligible for study 

participation because their p~mary therapist did not participate, 10 were ineligible due to 

diagnosis, and one chose not to participate. Of the 90 patients enrolled at DTP 2, 15 were 

ineligible due to ineligibility of primary therapist, and one chose not to participate. There 

were two patients a! each DTP who did not complete the study . 

. The two patientsfrom DPT 1 who did not complete th~ study included one male 

and one female, and there were two males from the DTP 2 program• who did not complete 

the stµdy. All patients who did not complete the study said they were uncomfortable with 

the questions and did not want to continue. One male patient at the DTP 2 program 

specifically said he did not feel comfortable talking about his therapist. There were also 

two male patients, one from each DTP, who were approached about study participation 

by the researcher or their primary therapist but chose not to participate. The patient at the 

DTP 2 program told his therapist that he· was "too paranoid" to talk with someone other 

than his therapist or DTP staff. The patient at DTP 1 just said he did riot want to talk. 

Therefore, the final sample for the study represented 58% of all eligible patients at DTP 

_ 1, and 46% of all eligible patients at DTP 2. 

Instruments 

Sample Characteristics 

The Profile Questionnaires [PO-P, PO-Tl (PQ-P, Appendix H and PQ-T, 

Appendix I) consists of two forms developed to record demographic, illness- and 
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treatment-related variables of the participants. The 23-item patient version (PQ-P) 

included variables such as age, gender, ethnicity, marital status, number of children, 

living situation, annual income and years of education, age at illness onset, illness 

duration, length of time with current ·therapist, medication history, number of 

hospitalizations, history of treatment, program participation and other types of treatment. 

Patients were asked for this information in the interview. A later chart review was used to 

complete or verify information the patient could not remember. Information verified by 

chart review included date of birth, diagnosis, dates of hospitalizations, DTP activities 

and therapist, medication history and current prescriptions. If there was a conflict 

between patient statements and the chart, the information from the chart was used. The 

16-item therapist version (PQ-T) included variables such as age, gender, ethnicity, 

education, practice history, employment and caseload history. This form was completed 

by the therapists after signing the informed consent. 

Illness Severity 

The Global Assessment of Functioning Scale [GAF] (Appendix G) was used to 

estimate the severity of illness by assessing the patient's ability to function 

psychologically, socially, and occupationally. The GAF does not include impairment in· 

functioning due to physical or environmental limitations. The GAF is a modified version 

of a scale designed to measure overall psychological functioningfirst called the Health

Sickness Rating Scale-(Luborsky, 1962). The scale was revised by Endicott et al. (1976) 

and called the Global Assessment Scale (GAS). A modified version of the GAS was 

included in the DSM-ID-R (APA, 1987) as the Global Assessment of Functioning (GAF) 

scale. The GAF is part of a multiaxial assessment and was required .~t both DTP. At the 



end of data collection for the study, therapists were asked to verify that the last recorded 

GAF score was still a current assessment of the patient's functioning, and if not to 

provide a current score. 
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Scoring. Scores range from 0 to 100. A score of 0 is given only if there is 

inadequate information to assess functioning. The scale is divided into 10 ordered 

descriptions of functioning with lower scores indicating greater impairment of social, 

occupational and social functioning or severity of illness. The higher the score the less 

severely impaired by mental illness and the more independent and symptom free. The 

lowest scores (1-10) represent a persistent danger of hurting self or others or persistent 

inability to maintain minimal personal hygiene, or serious suicidal act with clear 

expectation of death. The middle scores ( 41-50) represent serious symptoms or moderate 

difficulty in social, occupational, or school functioning with examples such as having no 

friend, or being unable to keep a job. The highest scores (91-100) represent superior 

functioning in a wide range of activities. Examples include: reporting that life's problems 

never seem to get out of hand, being sought out by others because of his or her many 

positive qualities and no symptoms of mental illness (APA, 199). The rater designates 

whether the score is a current level of functioning, a discharge level,. or highest level of 

functioning over the last year. Raters use intermediate codes such as 45, 68 or 72 when 

appropriate. A score of 35 and below on the GAF is considered severe impairment. 

Reliability and Validity. Several studies have been conducted to establish 

reliability and validity of the GAF scale. The GAF is used extensively throughout the 

mental health community. The GAF is considered reliable and valid as modified for · 

assessing level of fu1-1ctioning or impairment when completed by a trained rater as part of 
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the multiaxial diagnostic system of the DSM-N.(APA, 1994). All therapists had 

instruction in college courses for use of the multiaxial diagnostic system of the DSM-N, 

and additionally had annual training through the DTP for use of the GAF. DTP 1 annual 

training occurred three months prior to the study. DTP 2 annual training occurred four 

months prior to the study. The GAF score on the chart was countersigned_and verified by 

a board certified psychiatrist for both programs. In two incidents at DTP 2, a therapist 

increased the GAF score from 35 to 55 because the lower score was a hospital discharge 

score and did not represent current functioning of the male patient. The other score was 

changed from 60 to 7 5 because the female patient had been working for the last six 

months without incident, and thus, the lower score did not reflect current functioning. 

Depression 

The Calgary Depression Scale for Schizophrenia [COSS] (Appendix F) 

(Addington, Addington, & Schissel, 1990) measures depressive symptoms and is used to 

. distinguish among primary depression, secondary depression associated with SZ, and 

depressive symptoms from side effects of antipsychotic medications. The COSS is a 9-

item scale completed by the rater during a semi-structured interview with the patient. The 

scale has been specifically designed for use with individuals diagnosed with SZ, and has 

been used in relapsed and remitted patient populations. 

Scoring. Eight of the COSS items measure symptoms of depression experienced 

over a two-week period of time and include: depressed mood, hopelessness, self 

deprecation, guilty ideas of reference, pathological guilt, morning depression, early 

awakening, and suicide. The ninth item is depression observed by the rater during the 

interview only. Each of the nine items is rated from O to 3 with O = absent, 1 = mild, 2 = 



moderate and 3 = severe. Scores on the COSS can range from O to 27. A score of 21 or 

greater is considered clinically significant (Addington et al., 1990). 

Reliability and Validity. Discriminant validity was established by the absence of 

correlations with measures including the Simpson-Angus Scale (Simpson & Angus, 

1970) and the Barnes Akathisia Scale (Barnes, 1989) which are both measures_ of 

antipsychotic medication side effects (Addington, Addington, & Maticka-Tyndale, 
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1993a, 1993b, 1994).Construct validity has been supported by correlations with other 

depression scales, the Hamilton Depression Rating Scale (Hamilton, 1960) and Present 

State Examination (Wing et al., 1974) and by the prediction of a major depressive 

episode (Addington, Addington, & Maticka-Tyndale, Joyce, 1992; Addington, 

Addington, & Atkinson, 1996). Level of depression as assessed by the COSS and level of 

negative symptoms differentially predict poor treatment outcome (Addington, Addington, 

Maticka-Tyndale, 1994 ). For this study, all COSS scores were completed by the trained 

researcher in a patient interview. The researcher had ~een certified two months prior to 

·the study. 

Awareness 

The Scale to Assess Unawareness of Mental Disorder [SUMDJ (Appendix B) 

(Amador et al., 1994; Amador & Gorman, 1998; Amador & Strauss, 1990; Amador et al., 

1993) is a measure of current and past awareness, and current and past attribution of 

mental illness symptoms. The initial development of the SUMD began with studies to 

define features of SZ for the DSM-N (APA, 1994), and as such had the largest sample (n 

= 412) for measuring awareness in SZ. The SUMD is considered the most comprehensive 

measure of awareness and the most commonly used measure of impaired awareness in 



SZ (Amador & Gorman, 1998; David & Kemp, 1997, Young et al., 1993; Smith_et al., 

1998). 
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The SUMD is administered through a semi-structured interview and therapist, 

rating scale. The SUMD is divided into two parts; an interview that contains three general 

items/questions that are consistent with common definitions of patient awareness: 

awareness of having a mental disorder, psyc~atric problem, or em9tional difficulty; 

belief concerning the· effects of medication lessening the intensity or frequency of 

symptoms; and general understanding of the social consequences of a mental disorder 

including hospitalizations, need for ongoing treatment, arrest or police involvement. 

These three initial items serve to establish the patient's general current and past levels of 

awareness of mental illness. 

The second part of the SUMD measures current and past awareness of 16 specific 

symptoms and deficits associated with SZ-SPEC, and current and past attribution of those 

symptoms if any. Once awareness of symptoms is determined, the past and present 

attributions are rated for each symptom. Scores on each of four sub-scales: Awareness

Current, Awareness-Past, Attribution-Current, and Attribution-Past may vary from Oto 

16 depending on the numberfrom the 16 item-list of SZ-SPEC symptoms endorsed by 

the patient. In this study, Part I and Part II were completed in an interview with the 

trained·r~searcher. The primary therapists were also given Part II to complete for eac~ of 

their patient participants. The patients' awareness of symptom items was compared to the 

3:ssessment of the therapists. 

Scoring. Part I is rated by a trained rater who scores each item as 1 ( complete 

awareness), 3.(partial awareness), or 5 (unaware). The summed score of the three 
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questions yields an awareness score ranging from 5 to 15. Typically.the lower the score, 

the greater the level of awareness of mental illness and the treatment response and social 

consequences of mental illness. In Part II if the patient indicates awareness of the 

symptom, items are scored from 1 ( complete awareness) to 3 (partial awareness), the 

patient is then asked about the attribution of the symptom. The attribution of the 

symptom is also rated on a 5 point Likert scale with· 1 ( correct, symptom is due to mental 

illness), 3 (partial, patient unsure but can consider possibility that it is due to a mental 

disorder), and 5 (incorrect, symptom is unrelated to a mental disorder 1:,y the patient). A 

higher score indicates that the patient is aware of symptoms experienced, but the 

symptom( s) is attributed to something other than mental illness. Each symptom also 

receives a separate score for current or past symptoms. Scores for awareness of symptom 

and attribution are derived by dividing the sum of the Likert scale scores by the number 

of symptoms reported, yielding a mean item score. 

Reliability and Validity. Several studies have been conducted to establish the 

reliability and validity of the SUMD (Amador & Strauss, 1990; Amador et al, 1993., 

. 1994, 1998; Kasapis, 1995; Young et al., 1993). Inter-rater.reliability for the general 

items that measure awareness of current and past mental disorder (.89, .78), medication 

response (.75, .89), and social consequences (.68, .67) have been reported. Inter-rater 

reliability for the four scales were .90 (Awareness-Current), .87(Awareness-Past), .86 

(Misattribution-Current), and .52 (Misattribution-Past) (Amador et al., 1993). A later 

study however, indicated that the most recent version of the SUMD has improved 
. : 

intraclass correlation coefficients for the four scales ranging from .99 to .74 (Smith et al., 

1998). 



Construct validity was determined by the presence of significant correlations with 

other scales such as the Global Assessment Scale[GAS] (Endicott et al., 1976), the Brief 

Psychiatric Rating Scale [BPRS] (Overall, 1988), the Comprehensive Assessment of 

Symptoms and History [CASH] (Andreasen, 1985), the Clinical Global hnpression Scale 

[COi] (Guy, 1976), and the Scale for the Assessment of Negative Syndrome [SANS] and 

Scale for the Assessment of Positive Syndrome [SAPS] (Andreasen, 1984a & b) 

(Amador, Flaum, et al, 1994; Amador, Strauss, et al., 1991, 1993). In this study, the 

SUMO was scored by the researcher during an interview with the patient. Only current 

awareness was scored in Part I. Also in this study, the scoring of awareness was reversed 

so that the greater the score, the greater patient awareness. The number of symptom_s 

reported by the patients and therapists were scored separately for Part Il. The awareness_ 

items were reverse-scored so that higher scores represented greater awareness and more 

correct attribution by the patient: 

Therapeutic Alliance 

The Interpersonal Relationship Form [IRF] (Appendix E) (Forchuk, et al., 1~86) 

was used to assess the phase ·of the interpersonal relationship. The IRF is an observer 

checklist. It consists of two non-therapeutic phases and four therapeutic phases. 

Scoring. The therapist as the observer-rater completes the IRF by checking the 

applicable behaviors for both the patient and the therapist. The· phase of the therapeutic 

alliance based on a 9-point scale where the majority of checked behaviors occur. Scores 

range from -2 to 4 with half-point gradations within phases. The non-therapeutic phases, 

mutual withdrawal and grappling, are represented at the lower end of the scale from -2 

to -.5. The orientation, working and resolution or termination therapeutic phases are on a 
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continuum toward the upper end of the scale from· 1.0 to 4.0~ A score less than 1.0 

indicates a non-therapeutic relationship while a score of 2.0 and above is evidence of a 

working phase of the therapeutic relationship (Forchuk, 1992; Forchuk & Brown, 1989, 

Forchuk, 2000). For this study, the therapists checked all observed behaviors of each 

member of the dyad over the last two weeks of sessions prior to the study. The researcher 

determined the phase of the therapeutic alliance is based on the number of checked 

behaviors within the various phases. The training manual and video provided by Forchuk 

provided scoring instructions and a test sample. 

Reliability and Validity. Inter-rater reliability of 91 % agreement was established 

by agreement within one point for ratings by independent experts (Forchuk & Brown, 

1989). Content validity was established through expert review of records, and face 

validity was also established with Peplau's evaluation in written correspondence 

(Forchuk & Brown, 1989). The instrument is widely used for ongoing assessment of the 

relationship phase (Chapman, Mitchell, & Forchuk, 1994; Forchuk, 1992, 1994, 1995). In 

this study, there was a moderate correlation betwten the therapists' rating of the phase 

and the .therapists' perception of the therapeutic alliance scores on the CALP AS-T. 

California Psychotherapy Alliance Scales [CALPAS-T, CALPAS-P] (CALPAS

T, Appendix C, CAL~AS-P, Appendix D) (Marmar, Gaston, Gallagher & Thompson, 

. . 

1987, 1989). The quality of therapeutic alliance from both the therapist and the patient 

perspectives was measured by the CALPAS scales. The CALPAS scales include a 

therapist version, a patient version and a directly observed rater version. There also are 

different versions of the scales to measure the therapeutic alliance for specific therapies 

such as individual and group psychotherapy and pharmacological therapy. A shorter 12-



question patient version is currently being evaluated but no data were available at the 

time of this study. The patient and therapist versions for pharmacological therapy were 

used for this study. The CALP AS scales have been used with a variety of adult patient 

populations in different areas of the United States in psychotherapy research studies of 

depression, stress response syndromes, severe grief reactions, anxiety disorders, 

personality disorders, agoraphobia, interpersonal and self-esteem problems (Gaston, 

· 1991, Gaston et aL, 1998, Marmar et al., 1986). 
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The CALPAS-T and CALPAS-P each contain a total of 24 items in four 

subscales. Each subscale reflects a theoretical dimension of the therapeutic alliance: 

patient commitment (PC), patient working capacity (PWC), therapist understanding and 

improvement (TUI), and a working strategy consensus (WSC). The PC scale is designed 

to measure the therapeutic.alliance, while the PWC is designed to measure the working 

alliance. The TUI is designed to measure the therapist's contribution to the alliance and 

the WSC measures the agreement between therapist and patient on the goals and tasks of 

therapy. The therapist completed the CALPAS-T after a session with the patient. The 

CALPAS-P was completed by the researcher during an interview with the patient. 

Scoring. For each item the patient (CALPAS-P) or therapist (CALPAS-T) rates 

the degree to which the item describes the experience in a therapy session on a 7-point 

scale from 1 (not at all), to 7 (very much so). The manual provides a list of six of the 24-

items that compose each of the four subscales. The score for each subscale ranges from 7 

to 49. The authors calculated the mean scores from each subscale for the total therapeutic 

alliance score. They report that a total mean score of 4.5 indicates a significant 

therapeutic alliance. In this study, the therapists completed the CALPAS-T after a session 
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. . 
with their patients. The CALPAS-P was completed during an interview with the 

researcher. The sub scale scores of each therapist and patient scale version was summed 

for the therapeutic alliance score from·the patients' perspective and from the therapists' 

perspectives. CALPAS -T and CALPAS-P scores ranged from 28 to 196. In this study, 

the total score for the therapeutic alliance is the sum of the CALPAS-P and the CALPAS

T. The therapeutic alliance score ranged from 56 to 392. 

Reliability and Validity. Principal-components factor analysis with varimax 

rotation have supported the dimensions of the therapeutic alliance f9r both therapist ·and 

patient versions (Gaston et al., 1988; Marmar, Horowitz, Weiss, & Marziali, 1987). 

Internal consistency of the CALP AS-P yielded a Cronbach' s alpha of 0.84 for the total . 

score and coefficients of 0.43 for the PWC scale, 0.51 for the TUI scale, 0.64 for the PC 

· scale, and 0.73 for the WSC scale. Means of the four scales were 5.33, 5.78, 6.23, and 

6.52 with a total scale mean of 5.96. The mean for item ratings ranged from 4.48 to 6.82 

(SD= 0.67 to 1.91) (Gaston, 1991). 

Discriminant validity was indicated by non-significant Pearson correlations 

between ¢.e CALPAS-P raw scores and 13 criterion variables reflecting either patients', 

therapists', or treatments' characteristics were not significant (Gaston, 1991; Gaston et 

al., 1988; Marmar et al., 1987). Correlations among the four scales ranged from .37 to 

.62, which indicated that the scales are somewhat inter-related and are measuring aspects 

of the professional relationship. The four CALPAS-P scales were found to share 14% to 

38% of common variance. The highest shared variance involved the WSC and the TUI 

scales reflecting patient-therapist agreement on goals and tasks of therapy and the 

patients' contribution to the alliance. This pattern supports the sub scales' measurement of . 



aspects of the professional relationship (Gaston, 1991). Additional studies with the 

CALP AS were previously reported in the review of literature, Chapter IT, pp 67-68. 

Medication compliance 
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The Rating of Medication Influences Scale [ROMTI (Appendix A) (Weiden et al., 

1 ~94) was used as a measure of medication compliance. The ROMI is specific to 

individuals diagnosed with SZ, and has been used in both acute and outpati~nt settings. 

The ROMI consists of a semi-structured and a structured interview with 20 items, divided 

into two parts that are designed to capture facilitators of and barriers to medication 

compliance. Part A is the semi-structured interview and consists of six open-ended items 

designed to obtain general information about living situation, current medications, and 

illness experience. For this study, three additional items were added to assess complia~ce 

more specifically by asking yes/no ·question~ about compliance behaviors in the week 

prior to study entry. These questions were not part of the ·score but provided additional 

information about the patient medication-taking behavior. Participants were asked .if they 

had forgotten to take their medication in the past week, if they had remembered to take 

medication later, or if they had unfilled prescriptions. A chart review provided 

confirmation of information in the open-ended questions· and information the patient was _ 

unable to provide such as medication history, last prescription, and who obtained the 

medication and monitored medication-taking behavi~r of the patient. 

Scoring. The structured inierview consisted of seven items in Part I: Reasons for 

Compliance, and thirteen items in Part II: Reasons for Noncompliance making the total of 

twenty items used for scoring. The trained researcher administered the instrument during 

an interview with the patient. Each item of the structured interview, Part I and Part II, of 
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the ROMI is scored on a 3-point scale from 1 (none) to 3 (strong), to determine the 

degree of influence for each item. The item may also be recorded as not applicable or not 

assessable (NA). Total scores for Part I range from 7 to 21 and for Part II from 13 to 39. 

Both parts include facilitator and barrier i~ems . .A higher score on Part I indicates that 

compliance was facilitated and a higher score on Part II indicates that noncompliance was 

facilitated or indicates barriers to compliance. For this study, Part II was reverse-scored 

so that a high scote on the scale as a whole indicated attitudes and behaviors consistent 

with compliance and facilitating compliance. 

Reliability and Validity. The ROMI was developed as part of a longitudinal study 

with a sample size of 115 (Weiden et al., 1994 ). Additional studies have reported 

reliability and validity of the ROMI for both Part I and Part II including correlation with 

other compliance scales such as the DAI and the Neuroleptic Dysphoria scale [ND] 

(Hogan, Awad, & Eastwood, 1983; Van Putten & May, 1978; Weiden, Rapkin, et al., 

1994 ). These studies were previously reported in the review of literature, Chapter 2, p 38. 

Strategies to enhance reliability included multiple informants and multiple informants, 

chart review and assessment of correlates between ROMI scores and responses of the 

patient to the open-ended questions added to the ROMI. 

Procedures 

Human Assurance Procedures 

Prior to the collection of data, the protocol, instruments, consent forms and 

recruitment materials for this study were reviewed and approved by the Human 

Assurance Committee of the Medical College of Georgia and the Executive Committees 



of the respective DTP. No study procedures were initiated until permission 4ad been 

granted and informed consent had been obtained. 
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Recruitment of Sample. The researcher attended staff meetings at the respective 

DTP to orient staff concerning the study purpose, goals, procedures a1=1d contact numbers 

to reach the researcher. After the therapists signed the consent form and contacted the 

researcher, an appointment was scheduled to review the study in more detail, schedule a 

training session and review the patient caseload for potential patient participants. DTP 1 

administration allowed the researcher to approach patients directly after a general 

introduction at a community meeting and approval by therapists, whereas DTP 2 

administration preferred that therapists discuss the study with their patients and set up an 

appointment with the researcher for those patients who agreed. No compensation for 

study participation was given but refreshments were provided at the staff meetings. 

Potential patient ·participants were not approached without approval by their primary 

therapist and potential therapists participants were approached only in the staff meetings. 

attended by the researcher until they contacted the researcher directly .. 

Data Collection Procedures 

Patients and therapists were independently invited to participate in the study. 

Appointments were made for interviews and data collection at the convenience of all 

parties involved. All therapists were met after scheduled program activities ended. The 

primary therapists completed the following •instruments for each of their patients who 

consented to be a participant: PQ-T, IRF, CALPAS-T, and SUMD symptom 

identification, Part II. There was no particular order specified. If the GAF on the chart 

was more than three months old, the therapist was asked to complete a new one. The 
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following instruments were completed by the researcher during a session with the patient 

in the order listed: PQ-P, CALPAS-P, COSS, ROMI, and SUMO. Therapists reported 

that instruments were completed in approximately 10 minutes per patient. Patient 

interviews by the researcher were completed in 45 to 60 minutes per patient. Reviews of 

medical records were conducted after all instruments had been completed on a patient 

and took approximately 30 minutes per record .. Follow-up interviews were conducted 

with therapists if clarification of their instruments were needed, e.g. missing data, double 

marking, or blanks. The researcher was blind to all data from the therapist except the 

patient's diagnosis and approval for study participation prior to interviewing the patient. 

All chart reviews and follow-up interviews were conducted after the initial data collection 

with the patient and before reviewing any of the therapists' instruments. The order of 

instrument collection was the same for each patient interview session. In this study, 

multiple measures and multiple informants were used. 



CHAPTERV 

Results 

Preliminary analyses 

Study variables are described and displayed in Tables I ·and II (pp. 105-109). 

Several preliminary analyses were performed to characterize the sample and determine if 

patients' and therapists' demographic variables, and illness- and treatment-related 

variables were intercorrelated ·with the model variables . None of the demographic 

variables were significantly related to medication compliance, the therapeutic alliance, or 

awareness. Several demographic variables were related to therapists' and patie!l,tS' reports 

of symptoms and to illness-related and treatment-related variables (Table ill, pp.112-

114 ). Model variables were i:p.tercorrelated with each other. The patients' report of 

current symptoms was the only other study variable significantly correlated with model 

. variables. In addition, there were significant differences between the day programs on 

s_everal demographic, illness- and treatment-related variables and the therapists' report of 

the therapeutic alliance (Tables IV and V, pp. 116-121). 

Therapists Demographic Variables. Therapists' experience was positively related 

to their ager= .50, p < .01, and negatively related to their education r = -.16, p < .01. 

T~erapists' education was negatively related to their ager=. -.54, p < .01, and positively 

related to patients' education r = .30, p < .05. Therapists' age was positively related to 

patients' age r = .27, p < .05. The older the therapist the more likely they were to have 

more experience, less education and be assigned to older patients. The more highly 

educated therapists were more likely to be· assigned to patients with more education. 

104 
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Table I 

Mean, Standard Deviation, and Minimum and Maximum Scores for Study 
Variables 

Demographic Variables M SD Min Max 

Therapist Age 39.57 9.73 24 · 52 

Education-T 18.21 1.43 16 20 

Experience-T 136.74 105.76 16 ,300 

Patient Age 42.20 3.0 20 71 

Education-P 12.29 · 2.51 4 20 

Number of Children .53 .94 0 4 

Illness-related Variables M SD Min Max 

Age at Illness Onset_ 22.40 6.68 13 38 

No. of Hospitalizations· 8.77 7.10 1 53 

Global Functioning 51.63 9.42 34 75 

Depression 3.61 2.38 0 10 

Current Symptoms-P 2.67 1.36 1 7 

Past Symptoms-P 7.37 3.23 2 16 

Total Symptoms-P 10.04. 3.94 3 19 

Current Symptoms-T 3.80 2.68 1 12 

Past Symptoms-T 6.66 3.59 1 14 

Total Symptoms-T 10.46 5.25 2 21 

Table continued 



Table I 

Mean, Standard Deviation, and Minimum and Maximum Scores for Study 
Variables 

Treatment-related Variables M 

Months with Therapist 1.81. 

Relationship Rating 2.15 

Model Variables M 

Awareness 12.24 

Alliance 187 .08 

Alliance-P 98.11 

Alliance-T 88 .97 

Medication Compliance 51.8 

SD 

8.98 

.75 

SD 

3.10 

21.10 

13.14 

11.82 

4.37 

Note. P = patient, n = 10, T = therapist, n = 10 

Min 

3 

1 

Min 

5 

112 

51 

61 

36 

106 

Max 

60 

3.5 

Max 

15 

237 

119 

118 

58 
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Table Il 

Frequencies of Nominal Study Variables 

Variable Frequency Percent 

Therapist Gender 

Female 9 90.0 

Male 1 10.0 

Total 10 100.0 

Therapist Ethnicity 

Euro-American 7 70.0 

Afro-American 3 30.0 

Total 10 100.0 

Patient Gender 

Female 36 51.4 

Male 34 48.6 

Total 70 100.0 

Patient Ethnicity 

Euro-American 61 87.0 

Afro-American 8 11.5 

Asian American 1 1.5 

Total 70 100.0 

Table continued 
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Table IT 

Frequencies of Nominal Study Variables 

Variable Frequency Percent 

Patient Marital Status 

Single, no significant relationship 65 94 

Marrieo, significant relationship 5 6 

Total 70 100 

Patient Living Situation 

. Supervised Group Home 38 54.3 

With Relatives/ Alone 32 45.7 

Total 70 100.0 

Patient Income 

< $10,000 . 53 75.7 

$10, 000 - $40,000 17 24.3 

Total 70 100.0 

Patient Diagnosis 

Schizoaffective 29 41.4 

Paranoid 23 · 32.9 

Undifferentiated 16 22.9 

Disorganized 2 2.8 

Total 70 100.0 

Table continued 
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Table II 

Frequencies of Nominal Study Variables 

Variable Frequency Percent 

Type of medication 

Atypical Antipsychotic 49 70 

Typical Antipsychotic 21 30 

Total 70 100 

Level of Impairment 

Major impairment 10 14.3 

Serious impairment 30 42.9 

Moderate impairment 19 27.1 

Mild impairment 11 15.7 

Total 70 100.0 

Interpersonal Relationship Phase 

Orientation 15 21.5 

Identification 36 51.4 

Exploitation 19 27.1 

Total 70 100.0 
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Patients Demographic Variables. Patients' age was positively related to their age 

at illness onset r = .43, p < .0l, number of children r = .55, p < .0l, and to therapists' 

experience r = .40, p < .01. Patients' education was positively related to age at illness 

onset r = .33, p < .0l, global functioning r = .25, p < .05, therapists' education r = .30, p 

< .05, and negatively related to lifetime number of hospitalizations r = -.29, p < .05 and 

their therapists' experience r = -.35, p < .0l. Patients with more education tended to be 

older at age of illness onset, to have more children, to have fewer lifetime hospitalizations 

and to have better global functioning. Patients with more years of education also tended 

to be assigned to therapists with more education but less experience. 

Illness- and Treatment-related Variables. Patients' global functioning was 

positively related to the combined therapeutic alliance scores r = .31, p < .01, to the 

therapists' rating of the phase of the professional relationships. r = .25, p < .05, and to the 

patients' perceptions of the therapeutic alliance r = .30, p < .05, but not to the therapists' 

perceptions of the alliance. Patients' global functioning was negatively related to their 

therapists' reports of the number of current patient symptoms r = -.34, p < .01. The 

illness variable depression was not related to any study variables. In this study patients 

rated as having higher levels of global functioning perceived their relationships with their 

primary therapists more negatively, and were viewed by their therapists as having fewer 

symptoms and a more mature phase of the relationship. 

The therapists' reports of current patient symptoms were related to all model 

variables except medication compliance. Therapists' reports of current symptoms were 

negatively related to awareness r = -.41, p < .0l, the patients' perceptions of the alliance 
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r = -.29, p < .05, and to the combined alliance score· r = -.40, p < .01. Therapists' reports 

of past patient symptoms were negatively related to patients' perceptions of the alliance 

r = -.24, p < .05. In this study, the fewer current patient illness symptoms· reported by the 

therapists and the fewer past symptoms reported by patients,' the more likely there was a 

positive perception of the therapeutic alliance .. 

Patients' reports of current symptoms were negatively related to medication 

compliance r = -.25, p < .05. Patients'. reports of past but not current symptoms were 

negatively related to awareness r = -.29, p < .05, alliance r = -.21, p < .05, and patients' 

perceptions of the alliance r = -.24, p < .05. In this study the fewer patient symptoms 

reported by the therapists, the more positive the therapists' and patients' perceptions of 

the therapeutic alliance. There were no significant correlations between patients' reports 

of current symptoms and any measures of the alliance. 

The number of months assigned to the primary therapist was not significantly 

correlated with any study variables. The phase of the professional relationship rating was 

positively related to the therapeutic alliance r = .50, p < .01, to the patients' r = .35, 

p < .0l, and therapists' r = .51, p < .0l, perceptions of the alliance, and to patient 

awareness r = .48, p < .01. Therapists rated 55 (80%) of the professional relationships in 

the working phase (Forchuk:, 1994 ). In this study the therapists' and patients' perceptions 

of the therapeutic alliance were positive and the relationship was rated as productive for 

most dyads .by the primary therapist. · 

Model Variables. The model variables awareness, the therapeutic alliance, 

therapists' and patients' perceptions of the therapeutic alliance and medication 

compliance were significantly intercorrelated. Awareness was positively 



N -- . Table ill 

Intercorrelations Among Study Variables 

Variable 1 2 

Demog!fil!hic 

1. Age-T - - -.536** 

2. Education-T - -

3. Experience-T 

4. Age-P. 

5. Education-P 

6. No Children 

Illness-related and Treatment-related 

7. Age of Onset 

8. No. Hospitalizations 

9. Global Functioning 

10. Months with T 

3 

.495** 

-.759** 

- -

4 5 

.269* -.152 

-.213 .297* 

.398** -.349** 

- - -.187 

- -

6 7 8 9 10 

.196 .172 .202 ~.011 .079 

-.267* -.002 -.157 .046 -.153 

.347** .122 .067 -.189 .259* 

.545** .431** .093 -.114 .Q57 

-.108 .330** -.290* .245* -.034 

- - .304* -.088 -.079 .164 

-.297* .132 .055 

-.202 -.107 

-.037 

Table continued 
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....-1 

Intercorrelations Among Study Variables 

Variable 11 12 13 14 15 16 17 18 19 20 21 22 

Demographic 

1. Age-T -.200 -.402** -.415** -.490** 
\_ 

-.358** -.4223** -.470** .066 -.014 .008 -.029 -.027 

2. Education-T .199 .275* .445** .445** .319** .324** -.376* -.188 -.012 .067 -.080 .007 

3. Experience-T -.241 * -.250* -.454** -.438** -.412** -.322** -.406** .145 -.090 -.190 .027 .066 

4. Age-P -.018 -.038 -.067 -.066 -.061 -.105 -.107 .114 .029 .056 -.003 .009 

5. Education-P .193 -.004 .191 .129 .155 .089 .126 .006 .072 .173 -.040 -.112 

6. Children .009 -.192 -.059 -.137 .092 -.108 -.057 .218 -.018 -.016 -.014 .153 

Illness-related and Treatment-related 

7. Age of Onset -.151 -.126 -.134 -.156 -.073 -.064 -.077 -.031 .011 .056 -.032 .007 

8. Hospitalizations .061 .062 .. 031 .053 -.179 .000 -.062 -.060 -.068 .047 -.151 -.192 

9. Functioning .253* -.339** -.054 -.210 -.005 -.169 -.140 .217 .313** .231 .296* .069 

10. Months with T -.065 -.106 .070 -.006 -.063 .020 -.006 .028 -.142 -.151 -.092 .120 

Table continued 
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correlated to alliance r = .55, p < .01, the patients' perceptions r =.43, p < .0l, and 

·therapists' perceptions r = .5 l, p < .0 l, of their alliance, and medication compliance 

r =.44, p < .0 l. The patient's and therapist's perceptions of the therapeutic alliance were 

positively related r = .43, p < .01. The combined therapeutic alliance score was positively 

related to each component of the dyad's perceptions of the alliance; for the patients' 

perceptions r = .86, p < .01, and r = .83, p < .0l, for the therapists' perceptions. 

Medication compliance was positively related to the combined therapeutic alliance score 
l 

r = .43, p < .0l, and to the patients' perceptions r = .41, p < .01, and the therapists' 

perceptions r = .25, p < .05, of the therapeutic alliance. 

Setting Differences Between Day Programs~ There were significant differences 

between day treatment programs on demographic, illness-related, treatment-related and 

model variables (Tables N and V). DTP 1 therapists were older t (68) = 3.55, p < .001, 

and more experienced t(48) = 8.51, p < .001, but less educated t 65) = -4.02, p < .001, 

than DTP 2. DTP 1 had older patients t (68) = 3.56, p < .001, with less education 
. ' 

t(68) = -3.74, p < .001, and lower global functioning t_(68) = -2.54_, p < .05. DTP 1 had 

patients with a greater number of.lifetime hospitalizations t(46) = 3.15, p < .0_l, and 

significantly more of them were classified as having ~erious or major levels of 

impairment X2(3, N = 70) = 9.54, p < .05, while most of DTP 2 patients had mild or 

moderate impairment. DTP 2 had more educated, less experienced therapists who rated 

their patients at a higher phase of the professional relationship t(68) = -2.57, p < .05, 

but reported higher numbers of their patients' past illness symptoms 

t(68) = -3.53, p < .01. The patients at DTP 2 reported more current t(68) = -3.50, p < .0l, 
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TableN 

. ComQarisons Between Day Pro~am Mean~ on Study V aria~les 

: 

Variable Program M(SD) t (df) p* 

Therapist Age ·,DTP.I ,, 43.0 (8.25) 3.55(68) .001 ** 

DTP2 '35.4 (9.82) 

Experience-T DTP 1 203.7 (98.4) · 8.51(48) .000** 

DTP2 57.2 (36.4) 

Education-T DTP 1 17.7 (1.5) -4.02(65) .000** 

DTP2 18.9 (1.0) 

Patient Age DTP 1 46.9 (11.~) ~.561(68) .001** 

DTP2 36.6 (12.8) 

Education-P DTP 1 11.3 (2~0) -3.74(68) .000** 

DTP2 13.4 (2.6) 

Number of Children DTP 1 .61 (.97) .74(68) .170 

DTP2 .44 (.91) 

Age of Illness Onset DTP 1 22.95 (7.17) .795(68) .495 

DTP2 · 21.75 (6.09) 

Number of Hospitalizations DTPl 10.95 (8.74) 3.15(46) .003** 

DTP2 6.19 (2.92) 

Months with Therapist DTP 1 12.03 (6.12) .21(58) .831 

DTP2 · 11.56 (11.61) 

Table continued 
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Table IV 

Comparisons Between Day Program Means on Study Variables 

Variable Program M(SD) . t (df) p* 

Depression DTP 1 3.87 (2.46) .97(68) .334 

DTP2 3.31 (2.28) 

Global Functioning DTP-1 49.11 (6.69) -2.54(68) .014* 

DTP2 54.63 (9.52) 

Relationship Rating DTP 1 1.95 (.70) -2.57(68) .013* 

DTP2 2.39 (.75) 

Current Symptoms-T DTP 1 3.97 (3.32) .62(56) .539 

DTP2 3.59 (1.66) 

Current Symptoms-P DTP 1 2.18 (1.29) -3.50(68) .001 ** 

DTP2 3.25 (1.22) 

Past Symptoms-T. DTP 1 5.37 (3.25) -3.53(68) .001** 

DTP2 8.19 (3.41) 

Past Symptoms-P DTP 1 6.84 (3.32) -1.51(68) .136 

DTP2 8.00 (3.05) 

Total Symptoms-T DTP 1 . 9.34 (6.06) -2.05(63) .044* 

DTP2 11.78 (3.77) 

Total Symptoms-P DTP 1 9.03 (3.98) -2.44(68) .017* 

DTP2 11.25 (3.57) 

Table continued 
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TableN 

Comparisons Between Day Program Means on Study Variables 

Variable Program M(SD) t(df) p* 

Awareness DTP 1 12.13 (3.31) -.32(68) .746 

DTP2 12.38 (2.89) 

Alliance DTP 1 187.08 (21.10) -1.414(66) .162 

DTP2 190.84 (17.15) 

Alliance-P DTP 1 97.84 (15.37) -.19(68) .852 

DTP2 98.44 (10.10) 

Alliance-T DTP 1 86.08 (12.34) -2.3(68) .025* 

DTP2 92.41 (10.33) 

Compliance DTP 1 51.42 (4.43) -.79(68) .433 

DTP2 52.52 ( 4.32) 

Note. DTP 1, DTP 2 are the two day programs, n = 38, 32, respectively. 
P = patient, T =· therapist. -

*p < .05 

**p < .01 



Table V 

Nominal Demographic, Illness-related and Treatment-related Variables by Day 
Program 

Demographic Variables 

· Gender 
Male-P 

Female-P 

Ethnicity 

Euro-American 

Afro-American 

Asian American 

Marital Status 

Single 

Married 

Annual Income 

Less than $10,00 

$10,000-:-- 40,000 

, Living Situation 

Supervised groups 

With relatives/alone 

Day Program 
DTP 1 DTP2 

16 18 

22 14 

34 27 

4 4 

0 1 

34 31 

4 1 

34 19 

4 13. 

23 15 

15 17 

df 

1 1.39 

2 1.30 

1 1.43 

1 8.56 

1 1.30 

119 

p* 

.238 

.522 

.231 

.003** 

.253 

Table continued 
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Table V 

Nominal Demographic, Illness-related and Treatment-related Variables by Day 
Program 

Illness-related or Day Program 
Treatment-related Variable .DTP 1 DTP2 df x2 p* 

Diagnostic Category 

Disorganized 0 2 3 6.23 .101 

Paranoid 10 13 

Schizoaffecti ve 16 13 

Undifferentiated 12 4 

Levels of Impairment 

Major 7 3 3 9.54 .023* 

Serious· 21 9 

Moderate · 7 12-

Mild 3 8 

Medication Type 

Typical/Traditional 14 7 1 1.85 .173 

Atypical/Novel 24 25 

Table continued 
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Table V 

Nominal Demographic, Illness-related and Treatment-related Variables by Day 
· Program 

· Illness-related or 
Treatment-related Variable 

Relationship Phase 

Orientation 

Identification 

Exploitation 

10 

20 

8 

Day Program 
DTP 1 DTP2 

5 

16 

11 

df p* 

2 2.08 .352 

. ' 

Note. P = patient, T =therapist.Diagnostic category based on DSM-IV, Diagnostic 
and Statistical Manual (4th

• ed) (APA, 1994). IPR Phase based on Interpersonal 
Relationship Phases, (Peplau, 1952, Forchuk, 2000). 

*p < .05 

**p < .01 
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illness symptoms than the patients at DTP 1. The only difference between day treatment 

programs on model variables was the therapists' perceptions of the therapeutic alliance 

t(68) = -2.30, p < .05. DTP 2 therapists rateq the therapeutic alliance more positively than 

DTP 1 therapists. 

In summary, DPT 1 had older and more experience therapists than DTP 2. DTP 1 

also had a higher average patients' age with more hospitalizati?ns, more global 

impairment of functioning, and more patients with incomes less than $10,000 per year 

X2(1, N = 70) = 8.56, p < .01. DTP 2 had younger, more educated, less experienced 

therapists who reported more past patient illness symptoms but less impairment of patient 

global functioning. DTP 2 the:,;apists als_o perceived a better therapeutic alliance and rated 

the patient relationship at a more mature phase than those in DTP 1. There were no 

significant differences between the two programs for medication compliance. 

Primary analyses 

Hierarchical multiple regression analyses were used to test the hypothesis that 

medication compliance would be a function of awareness, therapeutic alliance and their 

interaction. The hierarchical regression involve~ a series of regression analyses in which 

variables were entered in steps based on the hypothesized causal order. The results of the 

analyses are displayed in Table VI, p P1, and Figures·2 and 3~ pp 129_-130. Because the 

two day treatment PFogtams differed on a number of variables,·medica~i~n .compliance 

was regressed on day treatment program in the first step. The model was not significant 

R2 = .009, F(l,70) = .622, p > .05. In the second step, medication compliance was 

regressed on day program and therapist because therapists differed in several of the 

. ' 

model variables. The model was not significant R2 = .009, F(2, 70) = .312, p >_.05. In the 
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third step, awareness was added to the mode_l which was significantR2 = .203, 

F(3,70) = 5.606, p < .01..Awareness was_ the only significant predictor variable in the 

model/3 = .442, t = 4.007, p < .0l. In the fourth step, the combined alliance score was 

added to the modei which was significant R2 = .256, F(4,70) = 5.585, p < .01. Alliance 

was a significant predictor in this model/3 = .283, t = 2.146,p < .01, and awareness 

remained a significant predictor j3 = .290, t = 2.26, p < .0 l. In the fifth step, the 

interaction term between awareness and alliance was added to the model. The model was 

significant R2 = .257, F( 5, 70) = 4.424, p < .0 l, however none of the variables were 

significant predictors· at this step. The final change in R2 was determined by subtracting 

each step R2 from the previous R 2 and summing the R 2 changes (Cohen, 1983). Step 2 R2 -

. Step 1 R2 = 0, Step 3-R2 - Step 2 R2 = .194; Step 4 R.2 -.Step 3 R2 = .053, Step 5 R2 - Step 4 

R2 = .001, therefore the sum of the change in R2 = 0 + .194 + .053 + .001 = .248 for this 

model. 

Collinearity statistics for each step o~ the analyses are displayed"in Table VIl. The 

results indicate a large degree of multicollinearity in the last step, with over 99% of the 

variance in the interaction term explained by its components, the therapeutic alliance and 

awareness scores. The variance inflation factors indicate that multicollinearity was a 

major influence only in Step 5 .. 

In order to determine whether therapists' and patients' perceptions of the alliance 

each contribute to the prediction of medication compliance, additional analyses were 

conducted by using the alliance scores first from the patients' perceptions of the alliance, 

then the therapists' perceptions of the alliance instead of the combined alliance score. The 



Table VI 

Hierarchical Regression Analyses, for Variables Predicting Medication , 
Compliance in the Treatment of Schizophrenia (N = 70) 

Variables R R2 B SEB J3 

Step 1 Model .095 .009 

Day Program .829 1.051 .095 

Step 2 Model .096 · ._009: 

·nay Pr6gram ~985. l.833. "·.113 

Therapist . -3.f2 .299 -.022 · 

Step 3 Model .451 .203* 

Day Program 1.210 1.658 .139 

Therapist -.107 .271 -.075 

Awareness . 622 .155 .442 

Step 4 Model .506 .25(>* 

Day Program 1.352 1.615 .155 

Therapist -.206 .268 -.145 

Awareness .409 .181 .290 

Alliance 5.865 .027 .283 

124 

t* 

.789 

.537 

-.104 

.730 

-.393 

4.007* 

.837 

.767 

2.260* 

2.146* 

Table continued 



Table VI 

Hierarchical Regressiori Analysis for Variables Predicting Medication 
Compliance in the Treatment of Schizophrenia (N = 70) 

Variables R R2 B SEB J3 

Step 5 Model .507 .257* 

Day Program 1.301 1.636 . 149 

Therapist -.204 .270 -.143 

Global Awareness .811 1.336 .576 

Global Alliance 8.660 .096 .416 

Awareness/ Alliance . -2.281 .008 -.379 

125 

t* 

.795 

-.753 

.607 

.902 

-.304 

Note. R2 = .009 for Step 1; R2 = .009 for Step 2; R2 = .. 203 for Step 3; R2 = .256 
for Step 4; R2 = . 257 for Step 5.Final change in R2 = .248. 

*p <.01 



126 

Table VII 

Collinearity Statistics of Model Variables 

Variable Tolerance VIF 

Step 1 
Day Program 1.0 1.0 

Step 2 
Day Program .334 2.998 

Therapist .334 2.998 

Step 3 
Day Program .333 3.001 

Therapist .332 3.012 

Awareness .994 1.006 

Step4 
Day Program .333 3.002 

Therapist .332 3.013 

Awareness .694 1.441 

Alliance .657 1.522 

Step 5 
Day Program .329 3.039 

Therapist .322 3.107 

Awareness .013 77.622 

Alliance .054 18.506 

Awareness/ Alliance ·.007 133.536 

Note. VIF = variance inflation factor. 
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patients' percep~ions of the therapeutic alliance was added to the day program, therapist, 

and awareness variables in the fourth step. The model was significant R2 = .299, 

F(4, 70)_ = 6.947, p < .01, with the change in R2 = .096. Awareness remained a significant. 

predictor/3 ~ .29, t = 2.56, p = .01, with the patients' perceptions of the alliance also a 

significant predictor/3 = .34, t = 3.0, p < .01. The tolerances for the variables were .333 

for day program, .332 for therapist, .~12 for awareness, and .817 for the patients' 

per~eptions of the alliance. In step five, the interaction term betwe~n awareness and 

patients' perceptions of the alliance was added. The model was significant R2 = .300, 

F(5,70) = 5.480, p < .0.1, with the change in R2 = .001. As in the primary analyses, none 

of the variables were-significant predictors in this step. The tolerances for the variables 

were .332 for the day program; .331 f?r the therapist, .021 for awareness, .069 for the 

pati_ents' perceptions of the alliance, and .012 for the interaction term between awareness 

and the patients' perceptions of the alliance. The final change in R2 = .290 for this model. 

Next, the regression analyses were re-run with the therapists' perceptions of the 

therapeutic alliance added in step four. The model was significant R2 = .204, 

F(4,70) = 4.158, p < .01 with the change in R2 = .001. Only awareness was a significant 

predictor in this model/3 = .43, t = 3.27, p < .01. The tolerances for the variables in this 

step were .330 for day treatment, .295 for therapist, . 732 for awareness, and .606 for the 

therapists' perceptions of the alliance. In step five, the interaction between awareness and 

the therapists' perceptions of the alliance was added to the model. The model was 

significant R2 = .205, F(5,10) = 3.301, p = .01 with the change in R2 = ·.001. None of the 

variables were predictors in this step. The tolerances for the variables were .327 for day 

program, .294 for therapist, .016 for global awareness, .043 for therapist-perceived 
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alliance, and .008 for the interaction term between awareness and the therapisf-perceived 

alliance. The final change in was R2 = .196 for this model. 

The series of regressions were also run with the combined alliance score entered 

in step three and awareness in step four. The model was significant R2 = .197, F(3, 70) = 

5.407, p < .05 with the change in R2 = .188. Alliance was a significant predictor ft= .45, 

t = 3.932, p < .01. The tolerances for the variables were .333 for day program, .323 for 

· therapist, .941 for alliance. In step four, awareness was added to the model. The model 

was significant R2 = .256, F(4,70) = 5.585, p < .01 with the change in R2 = .059. Both 

alliance and awareness were significant predictors/3 = .283, t = 2.146,p < .05, and 

B = .290, t = 2.26, p < .05, respectively. The tolerance was unchanged for day program 

and therapist and was .657 for alliance and .694 for awareness~ In step five, the 
', ' ' . 

~ ''• . . : . . . ·- ~-, 

interactiol) term was added to the model.. 'fhe model was significant :R~ = .257, 

F(5, 1~) =_4.424,p < .01 with the change in R2 ~ .001. None of the variables were 

significant predictors. Th~ tolerances for the yariables were .329 for day program, .322 

for therapist, .054 for alliance, .013 f~r awareness,_ap.d .007 for the interaction term. The 
,. ' 

final change in R2 = -~248 £or this model. The· Path models for step 4 ~nd step 5 are 

displayed in Figures 2 and 3 pp 129-130. 
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Figure 2. Path Model of the Relations of Therapeutic Alliance, Awareness and 

Compliance Tested in Step 4, R2 = .256, F (4,70) = 5.585, p < .01. 

*p<.01 
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Figure 3. Path Model of the Relations of Therapeutic Alliance, Awareness and 

Compliance Tested in Step 5, R2 = .257, F (5,70) = 4.424,p < .01. 
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CHAPTER VI 

Discussion 

This study tested the hypothesis that medication compliance by individuals diagnosed 

with SZ would be a function of patient awareness, therapeutic alliance, and their interaction. 

The hypothesis was partially supported in that awareness and therapeutic alliance had effects 

on medication compliance, but their interaction did not. 

Hypothesized Model 

· • The hypothesized model was partially supported in that medication compliance 

was a function of awareness and of therapeutic· alliance; however, there was no support 

for the interaction between the independent variables as a predictor of medication 

compliance. The hierarchical analyses indicated that almost 26% of the variance in 

medication compliance was explained by the model with awareness and the therapeutic 

alliance as the only significant predictors of medication compliance. The interaction of 

awareness and the therapeutic alliance was not a significant predictor and accounted for 

only an additional 0.1 % of the variance in medication compliance. 

It was thought that the therapeutic alliance would explain medication compliance 

primarily in the absence of awareness. In this sample, each independent variable was 

found to be important to medication compliance by patients with SZ, but one variable's 

influence did not depend on the level of the other variable to predict medication 

compliance. Thus the effect of awareness on medication compliance did not depend on 

the level of therapeutic alliance, nor did the effect of the therapeutic alliance on 

medication compliance depend on the patient's level of awareness. Awareness explained 
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-variability in medication compliance regardless of the perceptions of the relationship 

between the primary therapist and patient. Similarly, the combined therapeutic alliance 

score explained variability in m~dication compliance whether or not the patients were 

aware of their symptoms, treatn;ient response, and the social and occupational 

consequences of their mental illness. The explanation of medication compliance by 

neither level of patient awareness nor the explanation of medication compliance by the 

quality of the therapeutic alliance was dependent on the quality of the therapeutic 

alliance. 
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Alternative Models. In order to examine whether the order of entry influenced the · 

results, the analyses were repeated reversing the order of entry. When therapeutic alliance 

was entered last it uniquely explained 5.3% of the variance in medication compliance. 

When awareness was entered last, it uniquely explained 5.9% of the variance. Together, 

these two variables explained almost 26 % of the variance in mediation compliance, _ 

however, because they were correlated, .~ach of thefl?- u~quely explained only 5 to 6% of 

the variance in m~dica~on compliance. 'Further research should examine path models to 
- - . . 

. . 

determine whether either variable medi~tes ~e :effect of the other on complianc~. 

Additional alternative models ·were analyz~d using first th~ therapists' perception 

of the alliance as _a substitute for the combined alliance score in step 4, and then a m9del 

using the patients' p~rc~ption of the alliance in step 4. The alternative models found that 

the patients' perceptions of the alliance explained the greatest percentage of the variance 

in medication compliance than the hypothesized model and the model using the 

therapists' perceptions of the alliance. In the model using only the therapist's perspective, 

the alliance was not a significant predictor, whereas the alliance was significant in the 
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model using the patient's perspective. The patient was the source for the measurement of 

medication compliance, and therefore the model using only the patient's perspective 

might have inflated values of the relation because of shared method variance. The 

variable using combined alliance scores would be a more valid measure of the therapeutic 

alliance for this ·study. Indeed, some studies indicate that the therapists' have a major 

contribution in forming a therapeutic alliance (Rogers et al., 1967). 

Preliminary analyses indicated that there were differences between day treatment 

programs and among therapists on important correlates of model variables. Therefore 

DTP and therapists.were controlled in the analyses. Neither was a significant predictor of 

medication compliance. The results indicated thc;t.t, indeed, medication compliance wa~ 

explained by awareness and the therapeutic alliance regardless of differences between 

DTP and among individ_µal therapists. The hypothesized relations were not spurious, but 

were robust main effects for each of the independent variables. 

Although these results are consistent with several of the major predictions of the 

model, they should be interpreted cautiously because of lack of expected associations of 

other variables with the dependent.variable, medication compliance. As expected, 

medication complianc~ was positively correlated with awareness, therapeutic alliance, the 

patients' and therapists' perception of the alliance, and n~gatively correlated with current 

symptoms reported by the patient. However, medication compliance was not significantly 

related to the therapist's rating of the relationship or of global functioning. This pattern 

can not be explained solely by p~tients being informants for both variables, because the 

therapist's alliance score was related to medication compliance and· several patient 

variables were not. When the relationship rating and global functioning scores were 
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converted to categorical variables, there were no differences in the frequencies of the 

categories between DTP. Therefore, while alliance and symptoms reported were related 

to medication compliance, contrary to. expectations_, phase of relationship and global 

functioning were not. 
. . . 

Limitations _ 

Sample· 

This was a convenience sample and therefore may not be representative of the general 
. . . . . . . ' 

population of individuals diagnosed with SZ. Only patients approved. by the primary therapist 

were approached for study entry, so the sample may represent those patients with whom the 

therapist had the best relationship. However a review of their caseloads with the therapists 

revealed that all patients who were eliminated by the therapists were those who did not meet 

inclusion criteria. Typically, patients were not in the appropriate diagnostic category or had 

been in the program less than two months prior to the study, and the therapist felt unsure of 

how to predict the effect study participation might have on the patient's on-going treatment. 

In some cases, patients who had been approved for participation declined, so it does not 

appear that there was a concerted effort on the part of the therapist to exclude specific 

patients. Whetp.er an eligible patient finally was included in the sample was determined by · 

their attendance at the DTP on the day of .data collection. About half of eligible patients 

participated in the study. 

There was a large group from DTP 1 eliminated because one female therapist did not 

participate in the study· due to sc~eduled vacation. According to the administrator, the 

th~rapist and the patients were similar to the other therapists and patients who participated in 

the study. Neither setting nor therapist effects on medication compliance were found. 
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Medication compliance is usually a treatment goal for individuals diagnosed with ,sz, 

and patients' impaired awareness of iUness symptoms and response to medication are often 

identified as the reason that they fail to comply with medication regimens. This sample was 

atypical in incidence of reported medication compliance. Typically 50% of patients with SZ 

are non-compliant in the first year after a hospitalization and that percentage increases over 

time. In this study, however, of the 70 patient who· completed the study, all but two reported · 

compliance with medication regimens either by patient or therapist. Patient participants 

stated that the main reason they were willing to take medication was either to .reduce or 

alleviate symptoms of their illness or to feel better, balanced, or normal. Further, primary 

therapist participants identified all but one of the patient participants as needing to address 
. ' . . 

medication compliance in current therapy. Interestingly, it was notthe same patient, therapist 

or DTP that acknowledged to the researcher that he had not taken his medication during the 

last week. All treatment plans identified a need to address awareness through education about 

illness symptoms and medication response, and all but one patient had either family or 

professional supervision for medication compliance. The one patient who acknowledged that 

he had not taken his medication in the last week was living at home and had told his mother 

that he was taking his medication. 

All therapist participants identified the development of a therapeutic alliance in 

treatment of individuals diagnosed with SZ as a primary foc·us of treatment, and in this study 

therapists rated most of their current professional relationships with patient participants as 

being in the working phase. The mean time with the primary therapists was less than 2 

months. This may be somewhat inconsistent with previous studies that indicated that 

formation of the therapeutic alliance took longer for those diagnosed with SZ. Since DTP had 
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more intense contact, perhaps the development of the therapeutic alliance was accelerated 

when compared to general ambulatory clinics. Some studies h_ave also reported that as 

patients experience the development of the therapeutic alliance with multiple therapists over 

the lifetime of having SZ, the time for each phase may be reduced. This sample had a 

difference of 20 years from age of onset and mean patient participant age; therefore it is 

expected that patients had multiple therapists prior to study entry. The information on the 

PQ-P did indicate a number of hospitalizations and previous program and treatment 

participation. 

On most variables, participants generally appeared typical for both individuals with 

SZ and their therapists. There were almost an equal number of men and women among 

patient participants. There was an overall mean age at illness onset in the early twenties, 

which is typical for SZ. The males had earlier illness onset, while females were more likely 

to be married and had more children. Euro-Americans were over-r~presented in this sample, 

but the sample is representative of the counties where these programs were located. This· 

sample excluded representation from the criminal justice system where ethnic diversity is 

~ore prominent. DTP 1 had a larger percentage of low-income patients, but the difference in 

ethnicity was with therapist, not patient participants. The patient participants in both DTP 

. . . ' ' . .. : ·. ·. . 

were mostly single, un~rriployed, and,had low incomes with either.government or family 

subsidies. As is typical of the severely and persistently.mentally ill, most patients had some 

type of squctured living environment, with only one patient actually living alone in ·an 

apartment without residential supervision. As is typical of the general population, there was a 

wide range of years of education in this sample and p~tients_ had; slightly better than a high 

school education. 
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Most patients were taking atypical antipsychotic medications. Only a few of the 

participants in this study reported current bothersome side effects. This may b_e due to the 

large percentage of patients taking atypical antipsychotic medications. Even among the 30% 

taking traditional antipsychotic medication, it is notable that either participant did not 

identify side effects as an issue. 

,,. Not all diagnostic categories for SZ were represented in this sample. There were no 
·f . 

participants diagnosed with catatonic or residual type SZ, so results may not generalize to all 

individuals diagnosed with SZ. However, prominent illness symptoms_are more evident for 

the diagnoses of paranoid, undifferentiated, and disorganized.- A diagnosis of residual type 

would confirm SZ but prominent symptoms experienced by the patients would not be 

exhibited. The catatonia diagnosis is extremely rare and is not likely to effect generalization 

in studies of SZ. 

CDSS scores revealed that patients in this study were not depressed. A score of 21 is 

clinically significant on the CDSS and the mean score for the CDSS for this sample was less 

than four. This may be due to the use of atypical antipsychotic medication which affects both 

dopamine and serotonin inhibition, and therefore has c:t mood altering effect iJ?. addition to the 

antipsychotic effect. A study that compared a group of patients taking atypical and traditional 

antipsychotic medications found that a greater level of awareness for the group taking 

atypical medications. The lower incidence of depression also may be a result of the 

structured program that incorporates coping and social s~lls designed to k~ep patients active 

and involved with daily life. Being in regular contact with other individuals also diagnosed 

with SZ, and therefore dealing with similar issues also may contribute to the lack of 

depression. The somewhat protec~ed e~vironment and the variety and intensity of 
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professional contact may reduce time to learn coping and problem solving skills. Receiving 

immediate feedback and interventions for behaviors-in group and individual therapy sessions 

from therapists and peers may represent a supportive and problem-solving environment 

atypical for the general population of individuals diagnosed with SZ and thus account for less 

depressed mood. 

These sample characteristics ,differed from other studies. Carroll et al. (1999) studied 
. . . . . . . 

a group of patients taki1:1g atypical aritipsychotic medications. Carro_ll et al. found that those 

patients in supervised living had moderat.e to severe impairment of aware~ess, however, in 

this studrthe patients had minimum impairment of awareness, and·very low levels of 

depression, despite all but one patient having a professional or family supervised living 

situation. Carroll et al. suggested that-due to the inten.se education jntervention to address 

impaired awareness, patients,- s~lf esteem was d~aged and this contributed to their 

increased depressed mood. In this sample, the day programs also conducted groups and 

individual sessions designed to confront impaired awareness about illnes.s symptoms, 

treatment response to medications and effects of symptoms on daily living .. There also were 

groups and individual sessions designed to provide support and teach coping skills, which 

may have prevented damaged self-esteen1 The quality and influence of the therapeutic 

alliance was not examined for the Carroll et al. (1999) study. However, in this study, patients 

had working therapeutic alliances, which also may have·contributed to bolstering self

esteem, and thus contributed to the relative lack of depression. 

The sample for this study also differed from Dickerson et al., (1997) in which 

individuals in supervised living situations had moderate to severe impairment of 

awareness. In this study, all but one of the patient participants had living situations with 
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either professional residential supervision or direct family supervision. Dickerson et al. 

suggested that residential supervision should be aggressive in addressing medication 

compliance. The structure and emphasis on medication compliance in the day treatment 

program setti:ngs of this study may represent the aggressive management of medication 

compliance suggested by Dickerson et al. (1997) and therefore may account for the high 

level of awareness for this study. 

This study also was inconsistent with findings by Amador et al. (1993). Unlike 

the Amador et al. sample, the number of hospitalizations and depression were not 

significantly correlated with awareness. None of the demographic variables correlated 

with awareness although the number of hospitalizations -reported in the Amador et al. 

study was similar to this study sample. The Amador study was conducted on patients in 

acute inpatient settings rather than in day-treatment programs, which might account for 

the differences in results. Medication compliance w&s more highly correlated with 

awareness than in the Am~dor et al. study. This may be· attribut_ed to the ambulatory, 

structured care setting which has an emphasis on medication compliance, although one 

would expect that the acute care setting also would have measures for monitoring and 

managing medication compliance. Patients often are in acute care settings as a result of a 

relapse and may be e~periencing a greater severity of symptoms that might involve 

impaired awareness as well as increased severity of psychopathology symptoms. 

Although the current study did not measure severity of symptoms, both patients 

and therapists reported an average of at least two current acute psychopathology 

symptoms at the time of the study. The patients' reports of current illness symptoms were 

negatively correlated with medication compliance in the current study. As symptoms 
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decreased, medication compliance jncreased. This finding is consistent with the Amador 

et al. (1993) study. 

Day programs differed on several study variables, however the only model variable 

that differed between programs was the therapists' perceptions of the alliance. The programs 

did not differ in medication compliance despite the lower rating of global functioning, the 

greater percentage of patient participants with major or serious impairment of global 

functioning, the lower annual income, or the greater number of lifetime hospitalizations in 

DTP 1. This may be due to the fact that DTP 1 had older, less educated patients who reported 

fewer current illness symptoms. DTP 1 also had older, more experienced therapists, however 

there was no difference in the therapists' reports of current symptoms between.the programs, 

only therapists' reports of past patient symptoms. There was no difference in the mean age of 

illness onset between programs even though DTP 1 had older, more functionally impaired 

patient participants. Of note also is the finding that the mean rating of global functioning· and 

the level of impairment differed between programs, indicating more severely impaired 

patients in DTP 1. The rating of the relationship also was lower for DTP 1. When the phase 

· of the relationship was divided by category however, there was no significant difference 

between programs for those in the earlier orientation phase versus the working phase. 

Therapists in DTP 2 were younger, less experienced, and more highly educated. They 

might have depenq.ed on the history of past symptoms, while more experienced therapists 

might bt? less _interested in past symptoms. There were a greater number of current illness 

symptoms reported ~y ~atients in DTP 2, ~hich niay account for tJ:ie less experienced 

therapists' estimation of the global functioning and level of impairment. There was no 

difference between programs in the awareness or alliance scores. The report·s. of symptoms 
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among the therapists and patients were moderately correlated indicating that there was some 

agreement of current assessment of illness symptoms within the dyad. 

Level of impairment did not ~eem to effect medication compliance. The fewer current . 

symptoms reported by patient participants, the greater the rating of positive or facilitative 

influences to~ard medication compliance. Of note is the fact that in this sample the only 

study variable other than model variables that correlated with medication compliance was the 

patients' report of curre:nt symptoms. This is not consistent with previous studies that found 

correlations between various demographic, illness- and treatment-related variables and 

medication compliance. This may be due to the focus on medication compliance monitoring 

and interventions within the DTP structure .. However, measurement of actual medication 

taking behavior was not done in this study and the determination of medication compliance 

was based on patient self-report. Therapists noted that medication compliance was a focus of 

therapy for all but one patient so that assessment and discussion about medications and quick 

intervention for noncompliance were a major part of treatment and could account for the high 

incidence of reported compliance in this sample. With a mean age of illness onset in the early 

twenties and a mean age of patient participants in the early forties, most patient participants 

were beyond the first five years of SZ onset, when failure to comply with medication 

regimens is most prevalent. The later phase of the illness may also account for this sample's 

lack of yariability in medication compliance. Lack of reported bothersome side effects and 

widespread use of atypical antipsychotic medication also has been reported to facilitate 

medication compliance in SZ. The majority of patient participants were taking atypical 

antipsychotic medications, and most patients and therapists noted that side effects were not 

experienced by this sample. 
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Therapists were mostly female but because there was only one male therapist who 

had all male patients further exploration of this variable was not possible. Mean age and 

ranges of ages of therapists were typical for ambulatory settings. There were no nurse 

primary therapists in either program. The nurses were administrators, directors and primary 

care practitioners for medications and physical illness in this sample. In a more acute setting 

there is generally a greater representation of nurses, especially in different specific programs 

in the. community such as psychiatric home care and criminal justice treatment settings such 

as jails and prisons. Whether this is due to patients in those.settings having more complex 

cases with more physical comorbidity, more family interaction in the home environment or 

criminal justice factors, or to other factors such as ·salary ranges, administrative leadership, or 
. .. . 

supply and demand issue.s, is unclear. However, the premise that the .. professional relationship 

and/or the therapeutic alliance crosses disciplinary borders and therefore may :be inherent in 

all health care provider/consumer professional interactions is an area to further explore. 

Differences in therapists' characteristics such as age, experience, and education may 

have contributed to a difference;in. the way .the therapjsts perceived the patient's symptoms. 

However, none of the demographic variables were related to any of the model variables, and 

differences in therapists' ratings of symptoms did not correlate with medication compliance. 

The therapists' perceptions of alliance were correlated with the patients' perceptions of the 

alliance, so that therapists and patients had some agreement on their perspectives. 

Patients' and therapists' reports about current and past symptoms were significantly 

correlated with current symptoms being the weakest relationship. However, in terms of 

assessing agreement, the magnitude of the correlations was very small. This is consistent 

with other reports of disagreement between therapists and patients, parents and children, and 
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teachers and students in various other fields of study. There was a difference between 

programs with DTP 2 therapists reporting a greater number of currents and past symptoms. 

So, although younger, better educated, less experienced therapists in this sample tended to 

report more ··symptoms and less experienced therapists viewed the relationship phase in a 

better light, their patients were not significantly different in medication compl~ance or 

awareness. 

The two programs differed in terms of participant characteristics including age, ) 

education and experience. The privately funded program had younger, more highly educated, 

and less experienced therapists and younger patients. There also were differences in income 

with the patient participants in the private program having higher incomes than the patients 

of DTP 1. There also were differences in presentation of illness, however differences in 

GAF, IRF, CALP AS-T and therapists' reports of symptoms may be due one program having 

younger, more educated, less· experienced therapists. _As noted, the only significant 

differences between programs in model variables were the therapists' perceptions of the 

alliance. 

Although the phase of the relationship does not measure the same variable as alliance, 

there is· some conceptual overlap. When programs were comp~ed on the therapist ratings of 

the relationship (IRF scores), the programs did not differ in therapists' rating of the phase of 

the relationship. When the IRF scores were categorized into phases and compared, there was 

no significant difference between programs in the frequency of occurrence of phases by 

-program. 

Power. The number of dyads in the study was consistent with the needed sample size 

(67 dyads) (Cohen & Cohen, 1983) for the hierarchical regression. Given the exploratory 
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nature of the study and· the number of variables ·measured, the numbe~ of subjects was 

sufficient for exploring alternative explanations for study results. There was sufficient power 

to detect significant relations in the primary analyses. 

Specification Error 

In hierarchical regression, misspecification error occurs if the order of variable entry 

is not theoretically sound, or if results are inconsistent with theoretical concepts. If the model 

is specified inappropriately, the results are suspect even if significant. As proposed by Cohen 

and Cohen (1983), the independent variables were reanalyzed with a reversed in order of 

· entry. There was less than one- percent difference in R2 between step 3 in the hypothesized 

model and the alternative model when alliance versus awareness was entered into the 

regression first. The analyses of the hypothesized and alternate models also demonstrated 

almost equal amounts of unique variance explained by awareness and the therapeutic alliance 

when either was entered last in the model. 

Two additional models were tested in which the combined therapeutic alliance score 

at step 3 was replaced by the patients' perception of the.alliance (CALPA~-P) in the first 

model tested, and then the therapists' perception of the alliance (CALPAS-T) in the second . 

model tested. When the patients' perception of the alliance was entered info the analysis 

instead of the combined ~liance score, the model accounted for 30% of the variance in 

medication compliance. When the therapists' perception of the alliance was added at step 4, 

the overall model predicted 20% of the variance in medication compliance and the 

therapeutic alliance was not a significant predictor variable. Since the patients reported both 

medication compliance as well as their perception of the therapeutic alliance,. the greater 
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amount of variance explained by patient perception may be due to method variance, and may 

be inflated. 

Although.the alternative model with.only the patients' perspective of the alliance 

accounted for a greater amount of variance in medication compliance, because the 

patients' and therapists' perspectives are multiple indicators of the underlying theoretical 

concept of therapeutic alliance, their composite score~ would be. a more reliable indicator 

of the concept than either indicator alone (Carmines & Zeller, 1979). Therefore both 

alternative models using either the patients' or therapists' perspective of the alliance were 

rejected. Differences in the perspectives of each member of the dyad may be· inherent in 

the construct since a therapeutic alliance by definition involves more than one individual 

and both of their perspectives should be taken into consideration in ord~r to represent the 

alliance. Since the patients were the source of information concerning medication 

compliance, the therapists' perspective of the alliance was important in the model to· 

validate results from more than one source. However, the finding that the therapist's 

perception of the alliance did not explain a significant amount of variance in medication 

compliance suggests that the patient's perceptive may be more important in affecting 

compliance. Further research using other compli"ance measures shoul_d proceed. 

Another alternative model could eliminate the interaction term since its the 

contribution to the overall model is minimal. From a conceptual perspective one could also 

reason that since a pati.ent presents for treatment with a level of awareness, awareness does 

indeed precede therapeutic alliance. The order in the model should be maintained from a 

theore~cal perspective, if not a statistical one. However, levels of awareness may change as a 

result of therapy and/or the therapeutic alliance. Although neither ·the day program nor 
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therapist variables accounted ~or significant variance in medication compliance (.9% each) in 

this study, because of differences between programs and among therapists, and 

intercorrelations among the demographic; illness- and treatment-related, and model variables, 

inclusion of these variables to control for potential confounds in the final model was 

necessary. 

In summary, there was no evidenc~ of significant specification error in the model 

except for the interaction term. Testing indicated that there was no specification error in the 

hierarchical regression of the model based on criteria posited by Berry & Feldman, (1985) 

and Schroeder, Sjoquist & Stephan (1986). The non-significance of the interaction term was 

not due solely to multicollinearity. The minimal change in R2 demonstrates the lack of any 

unique influence of the interaction of awareness and alliance on medication compliance. The 

controls for the programs and individual therapists also support no specification error. The 

results insure confidence that the final ni.o<l,el. a~ specified was reasonable. 

Reliability and Validity of Measures 

· Measurement Error. Measurement error is inherent in the sociaf sciences when 

subjective and attitudinal variables are the variables of interest. Care was taken to use 

appropriate instruments and to administer them in accordance with the manuals and 

instructions provided. Consistency of researcher anC:i blinded: information prior to data . . . ' . 

collection were utilized to minimize bias. Data were confirmed from the medical record and 

other resources whenever possible. There appeared to be adequate range for scores on 

instruments and casewise diagnostics identified only two cases which were outliers. Their 

removal appeared to ha,ve no· significant effect in statistical results. A limitation of this study 

is that reliability of measures was not directly assessed. 
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All instruments had been utilized with individuals diagnosed with mental illness and 

all except the alliance scales had specifically been developed with the severely and 

persistently mentally ill as test subjects. The alliance instrument was administered as a 

structured interview with the patient participants rather than being independently completed 

because all other instruments in the study used that fo:t;mat and patient participants were 

accustomed to interaction with staff in an informal interview setting. Also, SZ has been 

associated with cognitive symptoms such as decreased attention and concentration as well as 

problems with reading, which could have affected results. 

One important limitation in this study is the measure of medication compliance. The 

ROMI did not ·directly measure whether or not the patients took their medication, but only 

reflected the reasons or at~tudes that influenced their medication ·compliance. Only two 

patients, both from DTP. 1 reported not taking their medications one week prior to study 

entry. One of those patients, a male, intentionally did not take his medication because he was 
,· 

not sur~ that he had a~ illness for which he needed to take medication~ He denied currently 

having any symptoms but stated that he kne\V he must have had SZ in the past. The other, a 

female stated she "just forgot" a lot and that is why her group home supervisor had to remind 
. . 

her. She stated that ~he believed_ the medication was needed, but she did. not know why she 

"just forgot" sometimes. She, was unsure if her "forgetting" might be a symptom of her 

illness but thought it might be possible. 

The ROMI items that measured the reasons for not tiling. medication included side 

effects. It was unclear in this study if the_patients' would continue to take their medication if 

they were to begin to experience side effects. Some patients noted when responding to items 

on the alliance scales and on the ROMI that they might not take medication if side effects 
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were to some degree intolerable, or that at least they would talk with their therapist or docfor 

about the side effects before totally stopping medication. Originally, it was planned that filled 

. . . . . . 

prescriptions would be used to meas~r~ ~omp~anc~,_}1.owever all ~ut one patient participant 

had direct supervi~ion _of medication- taking, so. m~asurement of medicatio~ compliance by . 
. . 

• •• • s • 

residential stipervisors and family was: already inherent in the programs. The one patient 

without supervision acknowledged not taking his medications and was directed to his 

therapist. A less directly supervised s~pl~ might be less compliant with medications. 

Validity. On~ of the strengths of this study is that there were multiple measures and 

informants for several variables. The alliance measure used two sources, the patients' and the 

therapists' versions and the IRF also were considered to offer some overlap of the construct 

for exploration in the study. The IRF has be~n used extensively with individuals with SZ. 

Indeed Forchuk (2000) has built on Peplau' s earlier work based on investigations with 

. . 

similar sample characteristics. There was a positive relation between the IRF and the 

combined alliance scores, and with both the therapists' and patients' perspectives of the 

alliance. As previously noted, the instruments do .not measure the identical construct, · · 

however, there is overlap because the therapeutic alliance subscales include aspects of a 

working alliance and the IRF measures the working phase of the professional relationship. In 

this sample, the overall mean score on the IRF rating of the professional relationship was in· 

the working phase rather than the orientation or resolution phase. 

The awareness variable also used two sources, the patients' and the therapists' reports 

of patients' illness symptoms. The significant intercorrelations between awareness and the 

various patients' and therapists' reports of the number of patients' illness symptoms were all 

negative relationships, indicating that the fewer the symptoms reported, the greater the 
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patients' illness awareness. There was a significant but small correlation between patients' 

reports and therapists' reports of the number of illness symptoms. The low correlation in 

reports of current symptoms may be due to_ lack of awareness of present illness on the part of 

som_e patients. The correlation between therapists' reports of current symptoms and patients' -

reports of past symptoms was higher. The patients, although not able to deny the fact that 

they were currently in a treatment program with a diagnosis of SZ, were _in essence denying 

that present circumstances resulted because of present symptoms, since they "used to have a 

mental illness." With this possibility, and the patient as the source for the medication 

. compliance measure, an overall rating of compliance may reflect patients' current denial 

rather than their full awareness. 

Past and current awareness were compared using _the SUMO. If patients reported 

current awareness of having a mental illness, ·they usually agreed that they also had a mental 

illness in the past. Even if they denied a current mental illness however, many reported a 

mental illness in the past, and/or incorrectly attributed current symptoms· td various other 

causes. Patients' attributions themselves sometimes demonstrated the presence of symptoms. 

An example is one patient's report that the failure of a ventilation system was the cause of his 

current and past hallucinations. 

Much of the data were obtained from patients' self-reports. Patient's self-report has 

been considered accurate when the patient does not have non-remitting psychotic symptoms, 

relapse, or recurring and fluctuating medication side effects (Gaebel, 1997). In this sample, 

both patients and therapists reported that the patients were relatively free of medication side 

effects. Although there were 2 to 3 current SZ symptoms reported, neither patients nor 

therapists considered the symptoms evidence of relapse. Gaebel ( 1997) also reported that 
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limitations in therapists' knowledge, understanding, and assessment skills might result in 

inaccurate reports of medication compliance when used as the sole measure of accuracy of 
/ 

patients' reports. In this study, use of a combined rating from both members of the dyad was 

considered more appropriate than using only patients' reports. The combined measure 

produced a more conservative estimate of the relation between alliance and medication 

compliance. 

Validity of the Statistical Conclusions 

Multicollinearity. As with measurement error, multicollinearity is somewhat inherent 

in multiple regression analyses (Cohen & Cohen, 1983). In this study, regression diagnostics 

indicated severe multicollinearity only wiili the interaction term in the model. Although 

multicollinearity can be expected in most social science investigations due to intercorrelated 

variables, if the independent variables are correlated at less than r = .5-·difference, and 

significant results are obtained, the robustness of the results is unchallenged (Schroeder, 

Sjoquist & Stephan, 1986). In this study, correlations between awareness and the therapeutic 

· alliance exceeded .50, but significant results were obtained in the model ·without the 

· interaction term. Although there was multicollinearity among the study variables, the 

analyses of the alternative models ind~cated that both awaren~ss and alliance uniquely 

explain a sign proportion of the variance in medication compliance. Based on all of the 

findings, the model without the interactfon _term is a in.ore valid explanation of the relations 

among awareness, the therapeutic alliance ancf medication compliance. 

Other Validity Is~ues. Oth~r threats to statistical concJusion validity were assessed 

using the criteria of Berry and Feldman (1~85). There was no evidence that the relations in 

this study were nonlinear, since the regression coefficients did not change signs during the 
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analyses. Autocorrection was not an issue for this study since there were no repeated 

measures. There was no _evidence of violations of the assumptions of multiple regression 

analysis such as heteroscedasiticity or nonadditivity. 

Implications for Nursing Practice 

Although there is a fundamental belief that the rapport established in a 

professional alliance accounts for much of the improvement in treatment outcomes in SZ, 

there has been little evidence of this in psychopharmacotherapy. This s_tudy found that in 

a day treatment program sample ·the therapeutic alliance had a direct effect on medication 

compliance. This study also is consistent with Peplau and Forchuk' s ·work in that the 

professional relationship, at least when in a working phase, is important. In this sample, 

the therapeutic alliance uniquely explained a significant proportion of the variance in 

medication compliance for patients with SZ in day tre3:tment programs beyond that 

explained by the patients' level of awareness. Previous research has found that 

medication compliance has an effect on long term t~eatment outcome for individuals 

diagnosed with SZ. Limiting time spent by psychiatric/mental health care providers to 

develop a professional relationship with patients may have deleterious long-term effects 

not only on medication compliance, but also on treatment outcomes. Managed care tends 

to limit time spent with patients to specific tasks such as mental status examinations, vital 

signs, writing prescriptions and administering· medication injections. The results of this 

study support ~e importance of a therapeutic alliance on medication compliance for a 

sample of individuals diagnosed with SZ who are attending day treatment programs, and 

therefore is contrary to recent health care delivery practices for the mentally ill that limit 

time spent with patients and/or control the tasks performed.· 
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Other studies have reported relations among patients' awareness of their illness 

symptoms, treatment response and consequences of mental illness, and their medication 

compliance and treatment outcome. This study is consistent with previous rese~ch and 

with those studies that found that patients' awareness has a direct effect on medication . 

compliance. Because the interaction between awareness and alliance was not a significant 

predictor of medication compliance in this, sample,.. ~e effects of the therapeutic alliance 

are not limited to thoie: who .either lack awareness 01~· those who are aware of their illness. 

There may be a need for the primary therapist to spend time with both the· 

' ' 

development of a therapeutic alliance, and addressing patients' awareness of illness in 

therapy in order to most effectively influence medication compliance in individuals 

diagnosed with sz. This :study suggests that, at least in: thi~-, sample, whether a patient has 

impaired awareness of the mental illness, or has awareness, a therapeutic alliance can still 

affect medication compliance. Conversely, whether there is. a positive therapeutic alliance 

or not, a patients' awareness of illness symptoms, treatment response or consequences on 

daily living may still affect medication compliance. 

Implications for Nursing Research 

Continued exploration of the influence of patient awareness and the therapeutic 

alliance on medication compliance is indicated. Research should be conducted in other 

settings such as acute hospitals- and criminal justice treatment programs in order to 

provide information on different populations. Further research within a more diverse 

ethnic group would be of interest. Further studies are suggested using samples with other 

diagnoses such as affective or anxiety disorders, and with different subgroups of patients 

with SZ, such as those experiencing their first break or elderly individuals. Studies·· 
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including those reporting bothersome side effects are very important. Exploration of· 

whether male and female therapists and patients differ in their perceptions of the alliance 

should be explored. 

Medication compliance is an issue for m,any other illnesses that require lifetime 

medication therapy. Awareness is often considered only in relation to mentally.ill 

patients, however awarenf?SS of illness symptoms, medication treatment response and life 
' 

style consequences occur with many lifetime illnesses. Using these measures and testing 

this study model in patients with other diagnoses ·such as hypertension and diabetes, or 

comparing patients with psychiatric and physical disorders would contrib1:1te to the 

nursing knowle.dge base. 

Continued use of the alliance scales with this patient population is suggested as 

well, so that their usefulness with this diagnostic group can be further examined. 

Additional investigations comparing patients' and therapists' perceptions of the alliance 

using-hierarchical regression may also add to the understanding of how each member of 

the dyad contributes to the therapeutic alliance. Studies examining the therapeutic 

alliance with various levels of awareness and in various phases of SZ would fill a gap in 

the literature. Further examination of the subscales of the alliance measure also is 

important to future research on professional relationships. Use of nurse primary therapists 

would be helpful since the interpersonal relationship is a basic tenet of mental health

psychiatric nursing. The ratings t:1-nd scores might be different between nurse~ and other 

professionals in their development of a therapeutic alliance with patients. 

Use of more objective measures of medication compliance may add another 

dimension to future investigations. Use of electronic pill counting, patient diaries of 
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medication talcing practices on a daily basis over a specified period of time, and assays of 

serum levels of prolactin or comparisons of specific antipsychotic drug levels with 

established standards, might be useful objective data to compare with the ROMI scores. 

This study has contributed to gaps in knowledge about alliance, awareness, and 

medication compliance, but additional investigations are indicated if health care 

providers for the individuals diagnosed with severe and persistent mental illnesses are 

going to contribute to better treatment outcomes in the future. Basing practice on research 

and generating rese3:t"ch from practice, also are ways to influence treatment outcomes. 

Because this study suggests that the therapeutic alliance may be important to medication 

compliance independent of the level of the patients' awareness of their illness, time spent 

with patients is important and should be supported _by nursing administration, health care 

delivery planners, and families who decide where to place their afflicted members for 

treatment. Primary therapists should continue to focus on patients' perspectives and elicit 

their support for treatment strategies. Parti~ipating in research activities within· the 

workplace also is indicated so that this important part of patient care can be further 

examined. 
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Rating of Medication Influences (ROMI) 
Date ____________ _ 

Identification 

Number=-------,-----------------------

Rater's 

.name=-----~-------------------------

. BEGINNING THE INTERVIEW 

A) SEMI-STRUCTURED ~ERVIEW 
For interviewing patients with whom you :are not well· acqua,inted, it is helpful to begin the 
interview with a few ·background-questions. Revie~ing the overall situation and setting will 

· help you obtain more accurate information regarding factors which directly affect· 
compliance. 

Suggested prompt: 
"I'm trying to lear11:_.about people's attitudes toward taking neuroleptic medication. I'd like to 
understand what makes people willing to ·take medication and what makes them feel reluctant _ 
to take medication. But, befor~ I ask you about your opinion~. I need to ask you a little 
background information." · 

You should ask about the following general areas which may impact on compliance. These 
topics include: 

(1) Living situation (e.g., supervised vs. unsupervised, alone vs. family vs. residence). 

(2) Treatment setting. _________________________ _ 

(3) Prescribed medication regimen (specific neuroleptic, IM route of medication vs. oral, other: 
Non-neuroleptic medication, dosage, frequency, length of treatment). 

( 4) Patient's overall attitude toward treatment and medication· (po~itive vs. negative, voluntary 
Compliance vs. coerced compliance). _____ · ______________ _ 

(5) The family's and caregiver's overall attitude toward treatment and medication. 



B) STRUCTURED INTERVIEW 
"Now I'd like to ask_you some questions about why you take the medication. There are no 
right or wrong answers. It's just what you think. I'm only interested in your opinion, not what 
your doctor or your family may think." 

Begin the interview with an open ended question, such as "What is the main reason.you are 
willing to take medication?" 

· "Now I am going to read you some reasons other people are willing to take their medication. 
Please tell me if any of these reasons have influenced your willingness to take your . . 
medication over the past month.". · 

If patient has been noncompliant for at least 1 week for any part of the last month or is currently 
off medication, begin with Part II, otherwise begin with Part I. -

PART I: REASONS FOR COMPLIANCE · 

"ARE YOU WILLING TO TAKE YOUR MEDICATION BECAUSE: .. 

DEGREE OF.INFLUENCE 

1. PERCEIVED DAILY BENEFIT . NA 1 2 3 9 
You believe the medicine helps you feel better: ·None 'Mild Strong Not Assessable 

2. POSITIVE RELATION WITII PRESCRIBING CLINICIAN NA 1 2 3 9 
Your relationship with your prescribing doctor influences you? 

3. POSITIVE RELAION WITH THERAPIST NA 1 2 3 9 
· Your relationship with your therapist influences you? 

4. POSITIVE FAMILY BELIEF NA 1 2 3 9 
Someone in your family or a friend believes that you should 
take medicine? 

5. RELAPSE PREVENTION NA 1 2 3 9 
You believe taking medication prevents your illness or symptoms 
from returning? 

6. PRESSURE/FORCE NA 1 2 3 9 
Your are pressured or forced to take :tnedicaiton? 

7. FEAR OF REHOSPITALIZATION NA 1 2 3 ·9 

You are afraid of being rehospitalized? 

PARTil: REASONSFORNONCOMPLIANCE 

"Even if you always take your medication, there may be times when you are reluctant to take it or wish you didn't 
have to. What is the main reason you felt reluc~t or wished you djdn't have to take the medication this month?" 



"Now I am going to tell you some reasons other people are relluctant to take their medication. Please tell me if ay of 
these reasons apply to you." 

"ARE YOU RELUCTANT TO TAKE YOUR MEDICATION BECAUSE": 

DEGREE OF INFLUENCE 
NONE MILD STRONG 

8. NO PERCEIVED DAILY BENEFIT NA 1· 2 3 9 
You believe medication does not help you feel better? 

9. NEGATIVE RELATION WITH CLINICIAN NA 1 2 3 
Your bad relationship with your prescribing doctor 
Influences you: 

10. NEGATIVE RELATION WITH THERAPIST NA 1 2 3 
Your bad relationship with your therapist influences you: 

11. PRACTITIONER OPPOSED TO MEDS NA 1 2 3 
One of your practitioners does not believe you should be 
taking the medication? 

12. FAMILY /FRIEND OPPOSED TO MEDS NA 1 2 3 
Someone whose opinion is important to you is 
against your taking the medication? 

13. ACCESS TO TREATMENT PROBLEMS NA 1 2 3 
You have difficulty getting to your appointments, and/or 
Difficult~ getting meds? 

14. EMBARRASSMENT OR STIGMA OVER MEDS/ILLNESS NA 1 2 3 
You feel embarrassed about taking medication? 

15. FINANCIAL OBSTACLES NA 1 2 3 
You don't have enough money to pay for treatment or 
medication? 

16. SUBSTANCE ABUSE NA 1 2 3 
You would rather take other drugs or alcohol? 

17. DENIAL OF ILLNESS NA 1 2 3 
You don't believe you have a mental illness? 

18. MEDICATION CURRENTLY UNNEqESSARY NA 1 2 3 
You don't believe thafyou currently need the medication: 

19. DISTRESSED BY SIDE EFFECTS NA 2 3 
The side effects of the medicine are too upsetting to you? Current side effects? Yes/No 

Fear of Future Side Effects Yes/No 

20. DESIRES REHOSPITALIZATION NA 1 2 3 
You feel more comfortable in the hospital? 

9 

9 

9 

9 

9 

9 

9 

9 

9 

9 

9 

9 



Interview Guide for ROMI General Interview 

The following are additional questions to be asked with question (3): 

(a) In the last week did you take your medication? __ Yes_. _No 

(b) In the last week if you forgot to take your medicine at ·the regular time, did you remember to take your 
medicine. lat_er? ___ Yes __ No 

(c) Do you have any prescriptions at home that you forgot to get filled? __ Yes ___ No. 

If yes, how many? __ Can you remember how long ago that it was prescribed? ___ Yes 
___ No. 

If yes please give date _____ _ 
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SUMD 
Page 1 of 6 

SCALE TO ASSESS UNAWARENESS OF MENTAL DISORDER (SUMD) . 

Identification Number: __________________ _ 

This instrument has several parts, the Symptom Checklist will be completed .by the clinician and 
the General Items and Level of Awareness and Attributions for specific symptoms noted will be 
completed by the researcher. 

Part I. 

Directions for Symptom Checklist: 
Complete by circling next to the item number ei~her C for current pathology or P for any past 
episode prior to the session. These symptoms should be identified based on your knowledge and 
documentation of the patient's illness regardless of whether the patient accepts or acknowledges 
these symptoms. 

Item Time Period Symptom 

4 C p Hallucinations 
5 C p Delusion(s) 
6 C p Thought disorder 
7 C p Inappropriate affect 
8 C p Unusual dress or appearance 
9 C p Stereotypic or ritualistic behavior 
10 C p Poor social judgement 
11 C p Poor control of aggressive impulses 
12 C p Poor control of sexual impulses 
13 C p Alogia 
14 C p Flat or blunt affect 
15 C p A volition-apathy 
16 C p Anhedonia-asociality 
17 C p Poor attention 
18 C p Confusion-disorientation 
19 C p Unusual eye contact 
20 C p Poor social relationships 

Current items include: _________________ Total ____ _ 

Past items include: __________________ Total ____ _ 

Total number of current and past items 

Completed By: --------'--_____________ Date: ___ _ 



Part II 
SUMD 
Page 2 of 6 

ID Number ___ _ 
Directions for General Items: 
Complete the three ·general items by determining the highest level of awareness attained by the 

. patient for each item and circling the appropriate 1,1.umber described under the item. Rate the level 
of awareness for both Current (C) and/or Past (P) experience. 

1. Awareness of mental disorder 

C 
0 
1 
2 
3 

4 
5 

In the most general terms, does the patient believe that he/she has (C) or has ever had (P) a 
mental disorder,_psychiatric problem, emotional difficulty, etc.? 

p 
0 
1 
2 
3 

4 
5 

Cannot be assessed or item not relevant. 
Aware: patient clearly believes that he/she has a mental disorder. 

Somewhat: pat_ient is unsure whether he/she does have a mental disorder b 
but can entertain the idea that he/she might. 

Unaware: patient believes he/she does not have a mental disorder. 

2. Awareness of achieved effects of medication 

C 
0 
1 

2 
3 

4 
5 

What is the patient's belief regarding the effects of medication? Does the patient believe that 
medications have lessened the intensity or frequency of his/her symptoms? 

p 
0 
1 

2 
3 

4 
5 

Cannot be assessed or- item Iiot relevant. 
Aware: patient clearly believes medications have lessened the intensity or 
frequency of his/her symptoms. 

Somewhat: patient is unsure whether medications have lessened the 
intensity or frequency of his/her symptoms but can entertain the idea. 

Unaware: patient believes that medications have not lessen~d the intensity 
or frequency of his/her symptoms. 

3. Awareness of the social consequences of mental disorder 

C 
0 
1 

2 
3 

4 
5 

What is the patient's belief regarding the reason he/she has been admitted to the hospital, 
involuntarily hospitalized, arrested evicted, fired, injured, etc.? 

p 
0 
1 

2 
3 

4 
5 

Cannot be assessed or item not relevant. 
Aware: patient clearly believes that the relevant social consequences are 
related to having a men tar disor~er. 

Somewhat: patient is unsure whether ·the_ relevant" social consequences are 
related to having a mental disorder. · 

Unaware: patient believes_ that the relevant social consequences have 
nothing to do with havh~g a mental disorder. 



Part II Score 

Total number of O ___ _ 

Total number of 1 ___ _ 

Total number ·of 2 ___ _ 

Total number of 3 ___ _ 

Total number of 4 ___ _ 

Total number of 5 ___ _ 

SUMD 
Page 3 of 6 

Completed by: __________________ Date: _____ _ 

Scored by: ___________________ Date: _____ _ 



Part ill 

Directions for Level of Awareness: 

SUMD 
Page 4 of 6 

ID Number ___ _ 

For each item of the Symptom Checklist identified by the clinician circle the highest level of 
aw·areness attained at the time of the interview for either C--current symptoms and/or P-past 
symptoms. List the item number, the level for the C column and/or the level for the P column. 

Example: 

Item Number (4-20) 
4 
6 
10 

Item No. 

C level of awareness (0 - 5) 
1 
3 
5 

C level of awareness 

P level of awareness (0 - 5) 
1 
5 
5 

P level of awareness 

Date: ------"Initials __ _ 



Part IV 

Directions for Attribution of symptoms: 

SUMD 
Page 5 of 6 

ID Number ___ _ 

For each iteni identified in Part I by the Clinician and rated between 1 and 3 on the level of 
awareness, Part ill, rate the patient's understanding of the cause of the symptom. 

Attribution: How does the patient explain this experience? 

Item Number: ___ _ 
C p 

0 0 Cannot be assessed or item not relevant. 
1 1 Correct: symptom is due to mental disorder. 
2 2 
3 3 Partial: unsure but can consider possibility that it is due to a mental disorder. 
4 4 
5 5 Incorrect: symptom is unrelated to a mental disorder. 

Item Number: ___ _ 
C p 

0 0 Cannot be assessed or item not relevant. 
1 1 Correct: symptom is due to mental disorder. 
2 2 
3 3 · r Partial: unsure but can consider possibility that it is due to a mental disorder. 
4 4 
5 5 / Incorrect: symptom is unrelated to a mental disorder. 

Item Number: ___ _ 
C p 
0 0 
1 1 
2 2 
3 3 
4 4 
5 5 

Cannot be assessed or item not relevant. 
Correct: symptom is due to mental disorder. 

Partial: unsure but can consider possibility that it is due to a mental disorder. 

Incorrect: symptom is unrelated to a mental disorder. 

Item Number: ___ _ 
C p 
0 0 
1 1 
2 2 
3. 3 
4 4 
5 5 

Cannot be assessed or item not relevant. 
Correct: symptom is due to mental disorder. 

Partial: unsure but can consid~r possibility that it is due to a mental disorder. 

Incorrect: symptom is unrelated to a mental disorder. 

Date: _____ .Initials: __ _ 



SUMD 
Page 6 of 6 

Total number of items (Part III) ______ _ 

. . 

Total number of O leyel _· ____ _ Total number 9f 4 level ___ _ 

Total number of 1 level _____ _ Total number of 5 level ___ _ 

Total number of 2 level _____ _ 

·Total number of 3 level _____ _ 
Date: ___ ___;Initials 

Total number of items (Part IV) ______ _ 

Total number of O level _____ _ 

Total number of 1 level _____ _ 

Total number of 2 level _____ _ 

Total number of 3 level _____ _ 

Total number of 4 level ~--

Total number of 5 level ~---

Date: ___ ___;Initials 
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California Pharmacotherapy Alliance Scales (CALPAS-T) 

CALPAS-T 
_Page 1 of 3 

Identification Number Date: ---------------- -----------

Clinician Version 
Directions: Below· there is a list of iteins that describe experiences clinicians and patients may . 

have iil a session of pharmacotherapy. Think about the session you just completed 
and, for each item, decide which category best describes your experience using the 

· scale provided below. Circle the number corresponding to that category. Please 
· answer all items. · . . . 

0 = Not at all 
I = A little bit 
2 = Moderately 
3 = Quite a bit 

· 4 = Very much 

1. It was easy for me to show a sincere desire to understand the 
patient and his/her problems. 

2. The patient expressed the things that were worrying him/her. 

3. The patient is confident that efforts will lead to change. 

.3. 

4. 

5. 

7. 

8. 

9. 

The patient had difficulties in asking questions concerning the 
medication/illness. . 

I understood what the patient wishedto ·accomplish in the 
treatment. ·· 

When I ·commented about one aspect of the inedicatiori, the 
patient brought up 9therrelat~d issues: . 

I put pressure ori the patient to make the necessar)/c~anges. 

The patient's comments led me to believe ,that his/her goals for 
treatment. differ from mine. · 

At times, I felt irritated, annoyed or disappointed with the 
patient. 

10. I made sure that my answers were -~atisfactory for the pat_ienc·: ... 

10. The patient participated in the treatment despite moments of 
doubt, confusion and mistrust. . 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

12. 1 followed my view of how treatment should proceed, even if it 
was counter to the patient's plans. o 

1 

1 2 

1 

1 2 

1 

2 

1 .2 

1 

1 2 

1 2 

1 2 

1 2 

3 

3 

3 

3 

3 .. 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4. 

4 

4 

4 

4 



CALPAS-T 
Page 2 of 3 

0 = Not at all 
1 = A little bit 
2 = Moderately 
3 = Quite a bit 
4=Verymuch 

13. The patient was willing to take the medication despite the fact 
that negative side effects have occurred or may occur. 

0 1 2 3 4 

14. When I commented about one aspect of patient illness, the 
patient brought up other related aspects of his/her illness. 0 1 2 3 4 

15. It was important for the patient to come to this appointment. 0 1 2 3 4 

16. The patient.was skeptical abou( the value of taking medication. 0 1 2 3 4 

17. I understood what the patient hoped to get out of this treatment. 
0 1 2 3 4 

18. The patient finds it hard to follow the treatment as prescribed, 
that is the amount and timing of medication. ~ 0 1 2 3 4 

19. Making use of my comments, the patient was able to see 
his/her difficulties in a new light. 0 1 2 3 4 

20. The patient is committed to go through treatment to completion. 
0 1 2 3 4 

21. I may have failed to provide the patient 'Yith instructions that 
he/she could easily understand. ·• , . . 

Q 1 2 3 4' 
22. The treatment matches the patient's ideas about what helps 

people in overcoming difficulties. 
0 1 2 3 4 

23. 1 feel confident iii helping the patient with his/her problems. 
0 1 2 3 4 

24. The patient involved himself/herself in the·decisions that wi~re 
taken during this appointment. ·.o 1 2 3 4 

Completed By: _________________ _ 

Date: _________ _ 

All rights reserved. Loui_se Gaston, Ph.D., and Charles R. Marmar, M.D. Used with permission of author. 



A\lfance scales scoring 

Patient conimitment; items 3, 11, 13, 15, 20,-24. 
Patient working capadty; items 4-, 4, 6, 14, 18, 19. 
therapist understanding and Irivolvement; items 1, 7, 9, 10, 21, 23: 
Goal ap.d working_ Strategy consensus; items 5, 8, .12, 16, 17, 22. 

Total score PC _____ _ 

Total score PWC ------'---

Total score TUI ____ _ 

Total score GS _____ _ 

Alliance score _____ _ 

CALPAS-T 
Page 3 of 3 

Scored by _______ /---------'-- Date ________ _ 

All rights reserved. Louise Gaston, Ph.D., and Charles R. Mannar, M.D. 
Used by permission of author.• 
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California Pharmacotherapy Alliance Scales (CALPAS-P) 

CALPAS-P 
Page 1 of-3 

Identification Number: _______________ Date: _________ _ 
PATIENT VERSION 

Directions: Below is a list of questions that describe attitudes people might have about their 
treatment and clinician. Think about. the ·session you just completed and, for 
each item, decide which category best describes your attitude. Using the scale 
provided below, circle the number c·orresponding to that-category. 
Please answer each question .. 

Reminder: Your responses_ on this form are_ confidential and will riot be seen by your clinician. 

1. Did your clinician show a sincere desire to understand you and 
your problem? 

2. Did you feel free to express the things that were worrying you? 

3. Do your feel confident that efforts will lead to change? 

· 4. Did you find it difficult to ask questions concerning your 
medication/illness? 

5. Did your clinician understand what your wished to accomplish in your 
treatment? 

6. When your clinician commented about one aspect of your med~cation, 
did you think of other related issu~s:? 

7. Did youfeel pressured by.your clinician to make chartges before you 
we~e ready? . · - -· · 

8. Did your -clinician's comments lead you to believe that his or her goals 
_ for treatment differ from yours? . . 

9. Did your clinician seem irritated, a~noyed~ or disappointed with you? 

10. When you· asked for addition~l informatio~, did you·get satisfactory 
answers? · ' ··· · - - · ·· · 

11. Do you feel that even if you might have moments of doubt, confusion 
or mistrust, that overall treatment was worthwhile? 

0 = Not at all 
_1 = A little bit 
2 = Moderately 
3 = Quite a bit 
4=VeryMuch 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2. 3 4 

0 1 2 3 4 

.-o 1 2 3 4 

,Q -1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 



12. Did your clinician follow his or her own plans, ignoring your view 
of how treatment should proceed? 

13. Are you willing to take the medication despite the fact that negative side 
effects have occurred or may occur? 

• 14.· When your clinician commented about one aspect of your illness, did it 
bring to mind other related aspects? 

15. Did you feel that it was important for you to come to this appointment? 

16. Did you feel skeptical about the value of taking medication? 

17. Did you feel that your clinician understood what you hoped to get out of 
this treatment? 

18. Did you find it hard to follow your treatment as prescribed, that is, the 
amount and timing of your medications? 

19. Did your clinician's comments help you to see your difficulties in a 
new light? 

20. Do you feel so dissatisfied with your treatment that you consider 
stopping it before the time-it would ordinarily come to an end? 

21. Did your clinician fail to provide you with instructions that you could 
easily understand? 

22: Did the treatment you received match with your_ ideas about what helps 
people in overcoming their difficulties? 

23. Did your-clinician show a lack of confidence i:µ helping you with your 
problems? 

24. During this session, have you been able to involve yourself in the 
decisions that were taken? 

Completed By: 

Date: 

CALPAS-P 
Page 2 of 3 

0 = Not at all 
1 = A little bit 
2 = Moderately 
3 = Quite a bit 
4=Verymuch 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

All rights reserved. Louise Gaston, Ph.D., and Charles R. Marmar, M.D. Used by permission of the author. 



Alliance scales scoring 

Patient commitment; items 3, 11, 13, 15, 20, 24. 
Patient working capacity; items 2, 4, 6, 14, 18, 19. 
Therapist understanding and Involvement; items 1, 7, 9, 10, 21, 23. 
Goal and working Strategy consensus; items 5, 8, .12, 16, 17, 22. 

Total score for PC ______ _ 

Total score for PWC _____ _ 

Total score for TUI ______ _ 

Total score for GS ______ _ 

Alliance score ________ _ 

Scored by __________ _ Date ______ _ 

All rights reserved. Louise Gaston, Ph.D., and Charles R. Marmar, M.D. 
Used by permission of author. 
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CALGARY DEPRESSION SCALE FOR SCHIZOPHRENIA (COSS) 
Page 1 of 3 

Identification Number: ________ _ DATE: __ _ 

Interviewer: Ask the first question as written. Usefollow-up probes or qualifiers at your discretion. Time 
reference is to the last two weeks unless otherwise specified_. The last item, # 9, is based on 
observations of the entire interview. 

1. DEPRESSION: How would you describe your mood over the last two weeks? Do you keep 
reasonably cheerful or have you been very depressed or low spirited recently? In the last two weeks 
how often have you (own words) every day? All day? (Circle correct score below.) 

0-Absent 
1-Mild Expresses sonie sadness or 

discouragement on questioning. 
2-Moderate Distinct depressed mood· 

persisting up to half the time overJast 2 
weeks: present experiences daily. 

3-Severe Markedly depressed· mood 
persisting daily over half the time 
interfering with normal motor and social 
functioning. 

2. HOPELESSNESS: How do you see the future for yourself? Can you see any future?--or has life 
seemed quite hopeless? Have you given up or does there still seem some reason for trying? (Circle 
correct score below.) 

0-Absent 
1-Mild Has at times felt hopeless over the 

last week but still has some degree of hope 
for the future. 

2-Moderate Persistent, moderate sense of 
hopelessness over last week. Can be 
persuaded to acknowledge possibility of 
things being better. 

3-Severe Persisting and distressing sense of 
hopelessness. 

3. SELF DEPRECIATION: What is your opinion of yourself compared to other people? Do you feel 
better, not as good, or about the same as other? Do you feel inferior or even worthless? (Circle 
correct score below.) 

0-Absent 
1-Mild Some inferiority; not amounting to 

feeling of worthlessness. 
2-Moderate Feels worthless, but less than 

50% of the time. 
3-Severe Feels worthless more than 50% of 

the time. May be challenged to 
acknowledge otherwise. 



CDSS 
Page 2 of3 

4. GUILTY IDEAS OF REFERENCE: Do you have the feeling that you are being blamed for something 
or even wrongly accused? What about? '(Do not include justifiable blame or accusation. Exclude 
delusions of guilt.)(Circle correct score below.) 

0-Absent 
1-Mild Feels blamed but not accused less 

than 50% of the time. 
2-Moderate Persisting sense of being 

blamed, and/or occasional sense of being 
accused. 

3-Severe Usually feels s/he is to blame for 
everything that has gone wrong, even when 
not his/her fault. 

5. PATHOLOGICAL GUILT: Do you tend to blame yourself for little things you may have done in the 
past? Do you think that you deserve to be so c·oncemed about this? 
(Circle correct score below.) 

0-Absent 
1-Mild Sometimes feels over guilty about 

some minor peccadillo, but less than 50% 
of the time. 

2-Moderate Usually (over 50% of time) 
feels guilty about past actions, the · 
significance of which s/he exaggerates. 

3-Severe Usually feels s/he is to blame for 
everything that has gone wrong, even when 
not his/her fault. 

6. MORNING DEPRESSION: When you have felt depressed over the last 2 weeks have you noticed the 
depression being worse at an particular time of day? (Circle correct score· below.) 

0-Absent No Depression. 
1-Mild Depression present but no diurnal 
. variation. 

2-Moderate Depression spontaneously 
mentioned t9 be worse in AM. 

3-Severe Depression markedly worse in 
A.M., with impaired functioning which 
improves in P .M. ' 

7. EARLY Wakening: Do you wake earlier in the morning than is normal for you? How many time a 
week does this happen? (Circle correct score below.) 

0-Absent No early wakening. 
1-Mild Occasionally wakes (up to twice 

weekly) 1 hour or more before normal time 
to wake or alarm time. 

2-Moderate Often wakes early (up to 5 
times weekly) 1 hour or more before 
normal time to wake or alarm. 

3-Severe Daily wakes 1 hour or more before 
normal time. 



CDSS 
Page 3 of 3 

8. SUICIDE: Have you felt that life wasn't worth living? Did you ever feel like ending it all? What did 
you think you might do? Did you actually try? (Circle correct score 

below.) 

0-Absent 
1-Mild Frequent thoughts of being better off 

dead, or occasional thoughts of suicide. 
Occasionally wakes (up to twice weekly) 1 
hour or more before normal time to wake or · 
alarm time. 

2-Moderate Often wakes early (up to 5 
times weekly) 1 hour or more before 
normal time to wake or alarm. 

3-Severe Daily wakes 1 hour or more before 
normal time. 

9. OBSERVED DEPRESSION: Based on interviewer's observations during the entire interview. The 
question "Do you feel like crying?" used at appropriate points in the interview, may elicit information 
·useful to this observation. (Circle correct score below.) 

0-Absent 
1-Mild Appears sad and mournful even 

during parts of the int~rview, involving 
affectively neutral discussion. 

2-Moderate Appears sad and mournful 
throughout the interview, with gloomy 
monotonous voice and is tearful or close to 
tears at times. 

3-Severe Chokes on distressing topics, 
frequently sighs deeply and cries openly, or 
is persistently in a state of frozen misery if 
interviewer is sure that this is present. 

Interviewer's ID# -.a...---'--------

Number of O ___ _ 

Number of 1 ____ _ 

Number of 2 ____ _ 

Number of 3 ____ _ 

Total score _____ _ Scored By: __________ .Date: _____ _ 
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Global Assessment of Functioning (GAF) Scale 

Consider psychological, social, and occupational functioning on a hypothetical continuum of 
mental health-illness. Do not include impairment in functioning due to physical (or 
environmental) limitations. _) 

Code (Note Use intermediate codes when appropriate, e.g., 45, 68, 72.) 

100-91 Superior functioning in a wide range of activities, life's problems never seem to get out of hand, is 
sought out by others because of his or her many positive qualities. No symptoms. 

90-81 Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in all areas, 
interested and involved in a wide range of activities, socially effective, generally satisfied with 
life, no more than everyday problems or concerns (e.g., an occasional argument with family 
members). 

80-71 If symptoms are present, they are transient and expectable reactions fo psychosocial stressors (e.g., 
· difficulty concentrating after family argument); no more than slight impairment· . 
in so~ial, occupational, or school functioning (e.g., temporarily falling behind in schoolwork). 

70-61 Some mild symptoms (e.g., depressed mood and mild insomnia) OR Some difficulty in social, 
occupational or school functioning (e.g., occasional truancy, or theft within the household), but 
generally functioning pretty well, has some meaningful interpersonal relationships. · 

· 60-51 Moderate symptoms (e.g., flat affect and circumstantial speech, occasional panic attacks) OR 
moderate difficulty in social, occupational or school functioning ( e.g. few friends, conflicts with 
peers or co-workers). 

50-41 Serious symptoms (e.g., suicidal ideation, severe obsessional rituals, frequent shoplifting) OR any 
serious impairment in social, occupational, or school functioning (e.g., no friends, unable to keep 
a job). · 

40-31 Some impairment in reality testing or communication (e.g., speech is at times illogical, obscure, or 
irrelevant) OR major impairment in several areas, such as work or school, family relations, 
judgment, thinking, or mood (e.g., depressed mooci, avoids friends, neglects family, and is unable 
to work; child frequently beats up younger children, is defiant at home, and is failing at school). 

30-21 Behavior is considerably influenced by delusions or hallucinations OR serio'us impairment in 
communication, or judgment (e.g., sometimes incoherent, acts grossly inappropriately, suicidal, 
preoccupation) OR inability to function in almost all areas (e.g., stay in bed all day, no job, home 
or friends). · 

20-11 Some danger of hurting self or others (e.g., 5uicide attempts without clear expectation of death; 
frequently violent; manic excitement) OR occasionally fails to maintain minimal personal hygiene 
(e.g .. , smears feces) OR gross impairment in communication (e.g., largely incoherent or mute). 

10-1 Persistent danger of severely hurting self or others( e.g., recurrent violence) OR persistent 
inability to maintain minimal personal hygiene OR serious suicidal act with clear expectation of 
death. 

0 Inadequate information. 



Global Assessment of Functioning (GAF) Scale 

Directions: 

Once you have reviewed the continuum and determined the level most representative of 
the patient's highest level of functioning for the past six months, enter score below. 

Identification Number:· -------------------------

Date: ________________ · _GAF Score _________ _ 

Rater Identification Number: ----------------------
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CLINICIAN PROFILE · · Page 1 of 1 

Identification Number ___________________ Date: ___ _ 

Date of Birth: Gender: ____ .Male ____ Female 

Years employed at Day Programl ____ _ 

Educational Degree ____________ Specialty _________ _ 

Year of Graduation. __________ _ 

Additional Certification._· ________________ D.ate _____ _ 

Number of Patients in case load: ____________ Average for year ___ _ 

Describe Current Caseload at Day Program (include diagnoses, ages, genders, etc.) 

Do you adhere to a specific theoretical foundation for your practice? Yes __ No __ 

Specify or Describe ________________________ _ 

Are you employed full time_. ___ or part-time ____ _ 

If part-time, do you also have other employment? ___ No ___ Yes, Describe __ _ 

How many years employed in psychiatric/mental health field? ________ _ 

Describe any particular practices to address medication compliance among your patients? 

(Below To be completed by Research Staff) 

Patient Identification Numbers of those participating in Study: _________ _ 

Completed By: ------------------'-_____ Date: ____ _ 



Appendix I 

Patient Profile 

/ 

222 



PATIENT PROFILE Page i of 1 

Identification Number _________________________ Date: ___ _ 

Date of Birth: ___________ _ Gender: Male ___ Female __ _ 

European-American __ African-American __ Hispanic~American ___ Asian-American __ _ 

Medication as ordered: ___________________________ _ 

Age at first hospitalization: ______ _ Number of Hospitalizations: ________ _ 

Diagnosis: Axis I __________ _ Name of Primary Clinician: ________ _ 

Axis II __________ _ Length of time with clinician: ----'--------

Axis III---------~ Nrune of Psychiatrist: __________ _ 

Axis IV ________ _ Nrune of other care providers: 

AxisV ________ _ 

Date of last hospitalization: _______ _ Length of Stay of last hospitalization: ___ ( days) 

History of Previous Medications: __________________________ _ 

History of Clinicians: ----------,---------,----------------

Frequency and type of Clinic Visits: ________________________ _ 

Other types of treatment:----------"----------------------

Living Situation: _· ___________ .Education Level: ___ E.mployment status: ___ _ 

Marital Status: _____ .Number of children: _______ Annual Income: _______ _ 

Pharmacy Information: 

Number of prescriptions filled in last six months: ____________________ _ 

Number of prescriptions ordered in last six months: ___________________ _ 

ID Completed By:----------------------------

Date: ______ _ 
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Human Assurance Committee 
Institutional Review Board 

June 06, 2000 

Nanenia B. Chadwick: 

Nursing ,, 

Medical College of Georgia 

RE: The Therapeutic Alliance, Awareness," and Medication Compliance in the•· 

Treatment of Schizophrenia 

1. Stipulation response was reviewed. 

HAC File Number: 00-03-225 

Approval Date: 05/22/2000 
Expiration Date: 05/21/2001 

Dear Dr. Chadwick: 

The Human Assurance Committee (HAC) reviewed and approved the referenced study and informed consent 
document(s) in accordance with the Department of Health and Human Services (DHHS) policy and the Institutional 
Assurance on file with the DHHS. 

The Committee calls your attention to the following obligations as Principal Investigator of this study. Under lhe terms 
of our approved Institutional Assurance to the Department of Health and Human Servi~s, you must provide the HAC 
with a progress report at-the termination of the study, or prior to the expiration of this approval, whichever comes first. 
If the study will continue beyond the initial approval term, review by the Human Assurance Committee is required, 
with a progressreport constituting an important part of the review. The Committee will sending an HAC Form 107Q 
[Clinical Study Status Report] for completion. Failure to return the Annual Clinical Study Status Report by its due date 

. will result in an automatic termination of this study. Reinstatement will only be granted following resubmission of the 
study to the HAC. 

If patients are research subjects, as Principal Investigator, you rriust insure that all medical records contain appropriate 
indication of study participation, as specified in .the Medical College of Georgia's Hospital and Clinics Policy and 
Procedures Guidelines (l.6.0, 3/17/95). 

If Veterans Affairs (VA)patients or facilities will be involved in this study, you must also obtain a letter of approval 
from the VA Research Development Committee prior to involvement of VA patients or facilities. 

Sincerely, 

George S. Schuster, D.D.S., Ph.D. 
Chairman, Human Assurance Committee 

CJ-3301 · 
Cc: HAC file, chron 



Human Assurance Committee 
Institutional Review Board 

June 08, 2000 

Nanenia B. Chadwick 
Nursing 

Medical College of Georgia 

RE: The Therapeutic Alliance, Awareness, and Medication Compliance in the 

Treatment of Schizophrenia 

1. Stipulation response was reviewed. 

HAC File Number: 00-03-225 

Approval Date: 06/08/2000 

Dear Ms. Chadwick: 

The Human Assurance Committee reviewed and approved your request for an amendment to the referenced 
study. The amendment comprises the following: 

Letter to provide food during lunch meetings. 

This is in accordance with the DEIHS policy and the ~stitutional assurance on file with the DHHS. 

Sincerely, 

George S. Schuster, D.D.S., Ph.D. 
Chairman, Human Assurance Committee 
CJ-3301 

Cc: HAC file, chron 



Human Assurance Committee. 

Institutional Review Board 

October 23, 2000 

Nanenia B. Chadwick 
Nursing 

Medical College of Georgia 

RE: The Therapeutic Alliance, Awareness, and Medication Compliance in the 

Treatment of Schizophrenia 

RAC File Number: 00-03-225 

Approval Date: 09/15/2000 

Dear Ms. Chadwick: 

The Human Assurance Committee reviewed and approved your request for an amendment to the referenced 
study. The amendment comprises the following: 

Advertisement. 

This is in accordance with the DIIlIS policy and the institutional assurance on file with the DIIlIS. 

Sincerely, 

George S. Schuster, D.D.S., Ph.D. 
Chairman, Human Assurance Committee 
CJ-3301 

Cc: RAC file, chron 




